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The rumored demise of U.S. Navy Medicine has been grossly overestimated. It has 
also provoked many letters and phone calls registering concern, regret and protest, as 
well as inquiries from members of Congress. 

Details of the recent budget decision, exclusively targeting the resources supporting 
this medical journal, were accurately reported in the 1 February 1975 issue of U.S. 
Medicine. The imputation as regards motive, however, was of necessity a matter of 
conjecture. 

What needs be clarified is that publication of U.S. Navy Medicine will continue as 
a vital communications medium to all members of the Navy Medical Department. This 
appraisal of its value and its need has the concurrence of the Chief of Naval Operations. 

Plans for editorial staff reorganization, consolidation with other BUMED publica- 
tions, restrictions on circulation, and other cost economies are now being finalized and 
will soon be announced. There may be some changes in journal format, but its quality 
as a house organ providing information on managerial proposals and policy guidance as 
well as publication of original clinical and research papers will be maintained. 

Not long ago U.S. Navy Medicine was singled out from among the many Navy 
journals for the CHINFO Merit Award Certificate. Recognition was thus accorded 
for "As the best in its magazine category." 

With the continued fine support of you, its contributors, its readers and its ad- 
vocates, we intend to keep it so. 

Please let us hear from you. 



******** * 




********* 
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DEPARTMENT OF THE NAVY 
ASSISTANT CHIEF OF THE BUREAU OF MEDICINE AND SURGERY FOR DENTISTRY 

AND 

CHIEF OF THE DENTAL DIVISION 

WASHINGTON, DC. 20372 



NAVY DENTAL TECHNICIANS 
April 2, 1948-1975 



It gives me great pleasure to extend to all of you congratulations 
and best wishes on the occasion of the Twenty-seventh Anniversary 
of the Dental Technician Rating. 

Throughout the years, many challenges have been offered and met by 
Navy Dental Technicians. Your "can do" spirit, devotion to duty, 
and deeds of valor are well known, earning the respect and admiration 
of all with whom you have served . 

The future promises many new and challenging opportunities. Innova- 
tive training programs are already being developed and implemented in 
the Dental Technicians School. Initial results are most satisfying. 

The entrustment of the responsibility for the health and well-being 
of the men and women who serve our Nation is, I believe, the greatest 
honor that can be bestowed. 

You are assured of the Dental Corps' support, and together we will 
meet any new challenges that may lie ahead. 



Warmest regards and Happy Annivers 




Hear Admiral, AC, USN 
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The Naval Medical 
Data Services Center 



By ENS A.F. Stonebraker, MSC, USN 
Special Projects Officer 
Naval Medical Data Services Center 
Bethesda, Maryland 20014 



The evolution of the Naval Medical Data Services 
Center (NMDSC) has been shaped by 2 dynamic forces; 
the need of the Navy Medical Depanment to develop 
more efficient methods of global health care delivery, 
and steady advances in computer technology. 

In the decade since its establishment on 1 Jul 1965, 
the NMDSC has provided, coordinated, and controlled 
centralized data-processing services for naval medical 
statistical systems, as well as other worldwide data sys- 
tems. The Center's mission is accomplished through 
use of the Navy Medical Information System (NAV- 
MEDIS), which now includes all data-processing func- 
tions of the Medical Department. Originally, however, 
NAVMEDIS and its discrete subsystems were used to 
support only administrative and management-related 
functions, since it seemed the greatest economy could 
be realized through automation of the repetitive clerical 
tasks associated with accounting, medical supply, and 
payroll operations. 

Recently, especially since the end of the doctor draft, 
emphasis has shifted from automated support of busi- 
ness-type activities toward developing and implementing 
computer systems that support and extend the skills of 
the physician. The current structure of NAVMEDIS 
reflects this new emphasis. 

The primary objectives of the NAVMEDIS are to: 

• Design and implement data systems to evaluate 
health-care activities, and predict demands for health- 
care resources. 



• Maintain and improve the quality of health-care 
services through the use of advanced computer technol- 
ogy, at an acceptable cost. (The cost of data-processing 
support must be consistent with the benefits obtained.) 




The opinions or assertions contained herein are those of the 
author and are not to be construed as official, or necessarily 
reflecting the views of the Navy Department or the naval ser- 
vice at large. 



THE REEL THING— At NMDSC, ENS A.F. Stonebraker, 
MSC, USN places a tape on a tape drive. The data contained 
on 1 reel of magnetic tape is equivalent to a 90-foot stack of 
punched cards. 
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UN I VAC— LCDR R.A. Payton, MSC, USN (standing) and 
LT R.W. Gibson, MSC, USNR review one of the many Medical 
Department automated systems executed on the UNIVAC 418- 
II computer at Bethesda. LCDR Payton is XO of the NMDSC; 
LT Gibson is chief of the Operations Division, 



• Support the health-care team through improved 
methods of recording, processing, retrieving, and dis- 
playing medical, clinical, and patient information, thus 
reducing medical professional involvement in clerical 
tasks associated with patient care. 

• Absorb increasing patient-care workloads at pres- 
ent level of resources, through improved responsiveness 
of administrative-support services. 

• Provide a centralized patient-data base within med- 
ical regions to improve the recording, transmission, and 
retrieval of patient information. 

• Improve systems design to reduce the time re- 
quired for field medical facilities to report department 
levels. 

These objectives are achieved through 2 approaches: 
1 approach designed for traditional business applica- 
tions, the other designed for clinical applications. 

ADMINISTRATIVE/MANAGEMENT SYSTEMS 

Most areas of the Navy Medical Department now 
have some contact with, or dependence upon existing 
data-processing systems. The NMDSC staff of com- 
puter programmers and system analysts have, over the 
years, constructed an extensive inventory of system 
applications, ranging from pure business uses to such 
patient-oriented procedures as the recording of work- 
load and epidemiologic statistics. Current activity is 
directed toward refinement, consolidation, and stan- 
dardization of existing systems. 

When additional computer hardware resources were 
needed to support current operational programs, the 




LIBRARY SEARCH. -The NMDSC library of medical data 
holds nearly 4000 reels of magnetic tape. Here Mrs. E.T. Brown, 
tape librarian, searches for a specific tape to fill a customer's 
request. 




TERMINAL.— LCDR R.A. Payton, MSC, USN modifies a pro- 
gram with the use of a cathrode-ray-tu be conversational terminal. 
With this device, system designers at NMDSC, as well as users at 
BUMED and NNMC, can tap the computer resources of the Na- 
tional Institutes of Health or of INFONET. 
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ASK AN EXPERT.— Mr. Ray Loraski (foreground), a com- 
puter operator at NMDSC, explains the intricacies of the UNI- 
VAC 418-11 computer console to students from the Naval School 
of Health Care Administration. 



NMDSC sought the help of the National Institutes of 
Health, Division of Computer Research and Technology 
(NIH-DCRTJ, which made available an impressive array 
of data-processing hardware, including a recently in- 
stalled IBM 370/168 computer. 

Through the use of remote computer terminals lo- 
cated at the National Naval Medical Center (NNMC), 
Bethesda, Md., at the Bureau of Medicine and Surgery 
(BUMED), and at NMDSC, and with the support of a 
high-speed remote job entry (RJE) device located at 
NMDSC, a number of advanced systems has been de- 
veloped. These new systems include the Bureau of Man- 
power Management Information System (BUMIS), an 
interactive computer system used by the BUMED Profes- 
sional Division; the Medical Facilities Planning System 
used by BUMED architects; a military personnel infor- 
mation system used at NNMC; and an immunization 
reporting system used by the Naval Regional Medical 
Clinic, Washington, D.C. 

To enable other naval medical activities to benefit 
from modern information management techniques, the 
NMDSC entered into a contract with the Computer 
Sciences Corporation Information Network (INFONET) 
in the spring of 1974. INFONET is a telecommunica- 
tions system linking 12 regions across the country to 
a bank of 4 UNIVAC 1108 computers in El Segundo, 
Calif.; it allows geographically disbursed activities to in- 
teract with a common computerized data base through 
the use of remote terminals. Although the use of INFO- 
NET is still being evaluated, the NNMC Hospital Inpa- 
tient System has already been adapted to the INFONET 
computer, and design work is progressing on similar 
application of standard medical supply and fiscal/ 
accounting systems. 



CLINICAL SYSTEMS 

Early in 1973, a clinical projects staff was established 
at NMDSC to assist BUMED in acquiring patient-care- 
oriented, data handling and support capabilities. The 
clinical projects staff has been responsible for many ex- 
citing developments in Navy medical-data processing, 
and will continue to play an important role in the fu- 
ture development of hospital information systems. 

As part of the triservice medical information system 
(TRIMIS), the clinical projects staff is involved in the 
following projects: 

Laboratory Information System (LABIS). This sys- 
tem automatically traces and records all clinical labora- 
tory test results for a facility. Results can be retrieved 
via a cathode-ray tube device that is similar to a tele- 
vision screen. The prototype LABIS was installed at 
NNMC in 1974, and has greatly reduced the time re- 
quired to obtain results of laboratory tests. 

Computer Assisted Practice of Cardiology (CAPOC). 
This system enables medical facilities within a geographi- 
cal region to transmit electrocardiogram (ECG) impulses 
electronically, and to obtain timely computer inter- 
pretation of ECG results. Abnormal ECG reports are 
flagged for additional evaluation by a cardiologist. 

Outpatient Appointment Scheduling Information 
System (OASIS). Through this system the time re- 
quired to make outpatient appointments is reduced, 
and the availability of appointments is improved. Mean- 
ingful workload statistics are also generated. 




BUMIS DEMONSTRATION. r Computer specialist Mr. R.E. 
Nemes (seated) demonstrates the BUMED Manpower Manage- 
ment Information System (BUMIS) for RADM C.L. Waite, MC, 
USN (left) and RADM E.J. Rupnik, MC, USN (right), at the 
1974 Surgeon General's Conference. Representatives of the 
NMDSC Systems Division also demonstrated the worldwide in- 
patient history files, medical facilities planning, and hospital 
inpatient systems. 
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ORIENTATIOIM.-LT Steven Smith, MSC, USN (right), a 
member of the NMDSC staff, takes students from the Naval 
School of Health Care Administration through the Center's 
data-processing facilities. 



CENTER ORGANIZATION 

The NMDSC is commanded by CDR B.J. Dietz, MSC, 
USN, and is a tenant command at NNMC. CDR Dietz 
is additionally assigned as the special assistant for data 
processing to the Chief, BUMED. 

Besides the development work described above, a 
wealth of required and ad-hoc reports is produced each 
day at the Center. The Automatic Data Processing 
(ADPI Installation Management Unit coordinates all 
field ADP activities, and manages the ADP portion of 
the BUMED budget. The coordination effort involves 



not only the maintenance of a complete inventory of 
all Medical Department ADP equipment, but the moni- 
toring of ADP training and systems developed for local 
use at each medical-data-processing activity. In this 
manner, the integration of the total NAVMEDIS is 
sustained. 

The Operations Division, staffed 24 hours a day to 
maintain the heavy production schedule, supports such 
demanding customers as the Statistics Division, an in- 
tegral part of the Center. The Statistics Division is re- 
sponsible for the review, analysis, and control of data 
received from Navy medical facilities, and for the sub- 
sequent formulation and distribution of completed sta- 
tistical reports, including Statistics of Navy Medicine, 
and Medical Statistics — U.S. Navy. 

The numerous special reports produced at the NMDSC 
typically involve a concerted effort by several divisions. 
Covering a broad range, from disease incidence to length 
of hospital stay or professional staffing levels, requests 
for information are initially processed by the Statistics 
Division, which acts as point-of-contact for the various 
NMDSC customers. Most requests involve information 
that is contained on magnetic tape in the Center's ex- 
tensive historical library. Before the raw data on tape 
can be disseminated in a finished report, however, a 
program must be written to extract and format the in- 
formation, and the actual production run on the com- 
puter must be scheduled. 

Overall, then, the Naval Medical Data Services Center 
can best be described as an organization dedicated to 
delivering the fruit of advancing technology, to satisfy 
the needs of Navy medicine.^ 



COCKROACH CONTROL 



A pyrethrum aerosol bomb, a flashlight, and hard work provide the beginning for an 
effective cockroach-control program. Like any invader, cockroaches must be located be- 
fore they can be destroyed. 

Current regulations of the Environmental Protection Agency prohibit the use of in- 
secticide barrier-strip applications in food-service spaces, including those aboard naval 
vessels. Only crack and crevice treatment is authorized in these spaces. These control- 
technique limitations emphasize the value of, and necessity for conducting frequent and 
thorough surveys. Treating known, specific harborage areas will provide effective chemi- 
cal control. 

Don't give up. Control is not impossible. Remember, a proper survey and proper 
sanitary conditions aboard ship are the keys to success. Combining these 2 ingredients 
with the proper application of insecticide will launch an effective control program 
aboard your ship.— Pacific Health Bulletin, No. 71, Jan 1975.^ 
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Metastatic Melanoma 
in Two Unusual Sites 



By LCDR James S. Sarkisian, MC, USNFV 
Naval Regional Medical Center 
San Diego, California 92134 



Metastatic bone tumors may mimic many systemic 
disease processes, as well as many primary tumors of 
bone. Metastatic lesions may be found in any bone, 
but are rarely encountered distal to the elbow or distal 
to the knee. 

Malignant melanoma is a particularly aggressive and 
bizarre lesion which rarely spreads to bone; yet meta- 
static lesions have been documented, involving areas 
such as the tip of the nose, and even the last coccygeal 
bone. This report involves a rare instance of metastatic 
melanoma presenting in the distal ulna and os calcis 
bones, in a young man. The paper serves to emphasize 
the bizarre nature of this tumor. 



to have been treated one year ago by a dermatologist 
who performed a curettage, established a diagnosis of 
angioma, and did not obtain further histologic exami- 
nation. 

The physical examination revealed no unusual find- 
ings except for the hard 2 x 3 x 3 cm tender bony mass 
situated in the region of the left distal ulna. There 
was no lymphadenopathy present. X-ray studies re- 
vealed an eccentric, destructive lesion in the left distal 
ulna with 2 types of periosteal response: one appeared 
hard and circumferential, in several layers; the other 
assumed a friable trabecular pattern, radiating from the 
lytic lesion. (See Figure 1.) 



CASE REPORT 

This 23-year-old man was referred to the Orthopedic 
Service because of a tender mass involving the left dis- 
tal ulna. Three months previously he had sustained 
minimal injury to the same region during a sand-lot 
football game. 

His past medical history was insignificant except for 
apparent symptoms of peptic ulcer disease several years 
ago. He had developed a small red-brown, intermittently 
bleeding lesion behind his right ear; the lesion was said 



The opinions or assertions contained herein are those of the 
author and are not to be construed as official, or necessarily re- 
flecting the views of the Navy Department or the naval service 
at large. 

* Department of Orthopedics. 

Dr. Sarkisian is presently a member of the staff at the Naval 
Regional Medical Center, Camp Pendleton, Calif. 




Figure 1— Note the friable trabecular arrangement radiating 
from the lytic lesion demonstrated by X-ray study. 
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Appropriate laboratory studies included a leukocyte 
count of 6,900/cu mm, with normal differential; sedi- 
mentation rates were 0-5 and 0-6 mm in 1 hr. The 
serum alkaline phosphatase, calcium, and phosphorus 
determinations were all reported within normal range. 
A positive skin test reaction to mumps antigen was 
observed. 

The differential diagnosis included: 
1) Low-grade osteomyelitis 
2} Osteogenic sarcoma 

3) Ewing's sarcoma 

4) Eosinophilic granuloma, and 

5) Metastatic tumor. 

At surgery a blue domed lesion was encountered, 
with thickened periosteum. A window of bone was 
removed from this area, at which time a brown mate- 
rial exuded from the drill holes, (See Figure 2.) Fur- 
ther microscopic study of frozen and permanent tissue 
sections revealed a highly cellular tumor with melanin- 
producing anaplastic cells. The diagnosis of malignant 
melanoma was established. (See Figure 3.) 

Treatment was initiated in coordination with the 
Radiation Therapy and the U.C.L.A. Oncology De- 
partments. A dose of 2,800 rads was administered to 





Figure 2.— Blue domed lesion with thickened periosteum 



Figure 3.— Microscopic examination of frozen section re- 
vealed a highly cellular tumor with melanin-producing anaplastic 
cells. 



the tumor area, and systemic 8.C.G. therapy was insti- 
tuted according to protocol. A careful search was made 
for the primary tumor source, with careful ophthalmo- 
logic and dermatologic examinations, and liver-spleen, 
brain, and bone scans. All these efforts proved unpro- 
ductive. 

The patient developed pain 3 months later in the left 
os calcis, where 2 small lytic areas were demonstrated. 
Treatment consisted of 600 rads directed to the left os 
calcis bone. The patient presented no further evidence 
of other metastasis at the time of this reporting. 
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NAVAL AVIATION MUSEUM DEDICATION 

A historic event in Navy /Marine Corps aviation will occur on 13 Apr 1975, when 
the Naval Aviation Museum is dedicated at NAS Pensacola, Fla. This event will be of 
national significance, and will be attended by many distinguished visitors. All Navy 
and Marine Corps personnel are cordially invited to attend. 

CDR W.F. Hampton, USN, has been designated as the Naval Aviation Museum 
dedication project coordinator. Telephone Number: (904) 452-3604; Autovon: 922- 
3604.-BUMED Code 01A.1? 
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NAVY MEDICINE — 1875 

ASIATIC STATION.— Medical Inspector Thomas J. Turner reports upon conditions 
aboard the USS Tennessee: 

I can only group here some isolated facts in the hygienic history 
of the Tennessee. The great length, narrow beam, and draft of water 
render this ship a very comfortable one at sea. The oscillations of the 
vessel are even and slow. I am disposed to ascribe sea-sickness almost 
entirely to these movements. 

When it is remembered that we live under a pressure of nearly 15 
pounds to a square inch of surface, that the force-pump action of the 
heart is estimated at 13% pounds, and that in round numbers the ba- 
rometer falls .001 of an inch for every foot of ascent and diminishes 
the pressure on the body by nearly 32 pounds, it is very readily seen 
that the slightest diminution in the aerial pressure will influence the 
flow of the current of blood from that organ to other viscera. The 
irregular, minute, but absolute reduction in the pressure of the air by 
the alternate rising and falling of the ship, her shallow or deep rolling, 
with the irregular respiratory movement consequent upon her motion, 
affects the column of blood sent to the brain and medulla. The head- 
ache, general indifference, and finally the nausea and vomiting are but 
reflected phenomena from the disturbance in the pneumogastric tract. 
The general system soon tolerates or rather adapts itself to the unnat- 
ural movement and the subject is soon freed from "the disease of the 
sea." These physical facts have led me to add this to the various opin- 
ions concerning the causes of nausea marina.— Hygienic and Medical Re- 
ports by Medical Officers of the U.S. Navy, prepared for publication 
under the direction of the Surgeon-General of the Navy, by Joseph B. 
Parker, A.M., M.D., Surgeon, U.S. Navy, Assistant to the Bureau of 
Medicine and Surgery. Washington: Government Printing Office, 1879, 
pp. 120-121.9 
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THE EAGLE SYNDROME 

Hemicrania Secondary to 
Elongated Styloid Process 



By LCDR R.J. Kelly, MC, USIMR* 

CAPT Frederick E. Jackson, MC, US1M** 
CAPT Daniel P. DeLave, MC, USNt 
LT Jack Dunn, MC, USNRtt 
Naval Regional Medical Center 
Camp Pendleton, California 92055 



The neurosurgeon, otologist or neurologist is often 
confronted by a patient with facial pain and hemicrania 
of obscure etiology. Sluder's neuralgia, glossopharyn- 
geal neuralgia, Horton's neuralgia, atypical trigeminal 
neuralgia and vidian neuralgia have all been described, 
and there are patients whose symptoms appear to fit 
readily into one of these syndrome patterns. 

However, there are some patients whose obscure 
facial and hemicranial pain does not fit into the usual 
syndrome, and who are not relieved by the usual thera- 
peutic methods. These patients are often labeled neu- 
rotic. Recently we have had a patient who called our 
attention to the fact that facial pain, carotid pain and 
hemicrania may be caused by an elongated styloid 
process, the "Eagle Syndrome." 



The opinions or assertions contained herein are those of the 
authors and are not to be construed as official, or necessarily 
reflecting the views of the Navy Department or the naval ser- 
vice at large. 

This work was partially supported by the Department of 
the Navy, Bureau of Medicine and Surgery Research Unit No. 
M4318.01. 

•Department of Otorhinolaryngology 
"Formerly Chief of Neurological Surgery, now retired: 4933 
Conejo Road, Fallbrook, California 92028. 
tChief of Otorhinolaryngology 
ttDepartrrtent of Neurosurgery 



The following report is submitted as an illustrative 
example of this syndrome. 



CASE REPORT 

A 46-year-old dependent wife was admitted at the 
Naval Hospital Camp Pendleton, Calif., on 23 Oct 1973, 
complaining of pain in the area of the angle of her 
right jaw (See Figure No. 1), intermittent dizzy and 
blackout spells, and intermittent episodes of decreased 
vision in her right eye. The patient denied any history 
of trauma to the area, and also complained of frequent 
headaches localized in the right preauricular region. 

Physical examination was unremarkable except for 
tenderness of the angle of the right jaw. Results of 
appropriate laboratory examinations were all within 
normal range; mastoid and temporomandibular X-ray 
studies disclosed no abnormalities. 

The frontal and temporal sensory branches of the 
right facial nerve were infiltrated with a local anesthetic 
agent, but this procedure did not relieve the headaches. 
The patient continued to experience attacks of blurred 
vision in the right eye, and blackout spells. She was 
seen in oral surgery consultation where it was noted 
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Figure 1. — Artist's sketch depicts temporal and auricular radiation of pain in a patient 
with elongated symptomatic styloid process, "the Eagle Syndrome." 
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f 

Figure 2.— Diagnosis by intra-oral palpation of an elongated and tender styloid process. 
The styloid process is not normally palpable. 
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that the patient's false teeth had worn down; accord- 
ingly new impressions were taken and new dentures 
were made, but this failed to provide symptomatic re- 
lief. An aortic arch angiogram was performed on 30 
Oct 1973, which revealed no unusual findings; specif- 
ically there was no sclerosis or block of the carotid or 
vertebral arteries. No etiologic basis for facial and tem- 
poral pain, and hemicrania, could be established. The 
patient was discharged from the hospital, but was sub- 
sequently readmitted the next month with continuing 
pain in the right temporal area, and intermittent dizzy 
spells. 

On repeat examination there was definite tenderness 
to palpation, both intra-orally and externally, over the 
tip of the right styloid process. (See Figure No. 2.) 
Townes-view X-ray (Figure No. 3) and lateral tomo- 
gram (Figure No. 4) studies revealed an enlarged right 
styloid process measuring 45 mm in length; the tip of 
the process angled medially toward the carotid sheath. 
Infiltration of the styloid process with a local anesthetic 
agent provided complete relief of symptoms. A sty- 
loid process resection was performed on 8 Mar 1974, 
via a submandibular approach. (See Figure IMo. 5.) 
Following this surgery the wound healed per primum, 
and the patient was discharged to home. She has had 
no further facial pain, temporal headaches, nor dizzi- 
ness. 
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N.B.: Housewife with 
"EAGLE SYNDROME", with 
riqht hemicrania and right 
facial pain. 45 ran riqht 
styloid (normal is 10 mm) 





Figure 3.— Townes-view X-ray study reveals enlarged styloid 
process on the left (dotted lines!, angulating medially to im- 
pinge on the carotid sheath. 



DISCUSSION 



The first report that an elongated styloid process 
could well cause atypical facial and pharyngeal pain, 
and otalgia, was published in the JAMA in 1896, in an 
article written by Stirling.' tt was, however, the oto- 
laryngologist, Watt Eagle 1 ' 2 ' 3 ' 4 of Duke University, 
who popularized the syndrome (1937). Eagle further 
contributed to its recognition by dividing the styloid- 
process syndrome into 2 categories. The first is the 
"classic syndrome" in which the patient complains of 
persistent pain in the pharynx, aggravated by degluti- 
tion, following tonsillectomy. The pain is often referred 
to the ear on the side of the elongated styloid process. 
The second symptom category delineated by Eagle was 
the "styloid process-carotid artery syndrome," which 
may occur whether or not the tonsils have been re- 
moved. The elongated styloid process on the affected 
side impinges upon the carotid artery with resultant 
carotodynia, tenderness on palpation of the carotid 
artery and intermittent frontal or temporal headaches, 
otalgia, and dizzy or blackout spells. 

Three muscles are attached to the styloid process, 
one extending to the pharynx, one to the tongue, and 




Figure 4.— Lateral tomogram study confirms the presence of 
elongation of the right styloid process. 
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Figure 5.— Location of the incision for submandibular approach to styloid 
process resection. 



one to the hyoid bone. There are 2 ligaments attached 
to the styloid process; the smaller is the stylohyoid lig- 
ament, and the larger is the stylomandibular ligament. 
The tip of the normal styloid usually lies between the 
external and internal carotid arteries. 

The diagnosis of the "styloid process syndrome" is 
not difficult to make. The gloved finger is inserted 
transorally into the lateral pharynx, to the tonsillar 
fossa. If a firm, tender resistance is met, it must rep- 
resent an elongated styloid process because a styloid 
process of normal length is never palpable. The spe- 
cific painful symptoms are elicited by palpation of the 
styloid process itself. The diagnosis can be confirmed 
by local infiltration of the body and tip of the styloid 
process with an anesthetic agent. If symptomatic re- 
lief follows, then one can be quite sure that the genesis 
of the symptoms is an elongated styloid process, im- 
pinging upon the constrictor muscles of the pharynx 
and, occasionally, the carotid artery. The suspected 
diagnosis of elongated symptomatic styloid process 
may be confirmed by obtaining X-ray studies of the 
skull, in the anteroposterior and Waters views. The 
normal styloid process (See Figure No. 6) does not 
exceed 30 mm in length. ° Four percent of all indi- 
viduals have abnormal elongation of one or both sty- 
loid processes. (See Figure No. 7 J Although both 
styloid processes are frequently elongated and palpable, 



in the vast majority of the cases only one side is symp- 
tomatic. 

The only specific treatment is surgical removal of 
the styloid process, 6 either by an intra-oral approach 
or, as we prefer, a submandibular approach making a 
one-inch incision immediately under the mandible, cen- 
tered at the mandibular notch. Once the skin is sepa- 
rated, the examining finger offers the best guide for 
locating the elongated process which can be easily felt. 
The stylohyoid ligament is then easily visualized and 
divided, and the elongated styloid process, which ap- 
pears as a shiny ivory-white rod, is resected as far to- 
wards its base as is possible. 



SUMMARY 

A case of severe hemifacial pain with radiation into 
the anterior auricular, frontal and temporal areas, asso- 
ciated with blurred vision and dizzy spells, is presented. 
The patient's symptoms were temporarily cured by 
local injection of lidocaine around the elongated sty- 
loid process, The symptoms were permanently relieved 
by resection of the abnormally long styloid process. 
The salient diagnostic and radiologic features of the 
"symptomatic elongated styloid process" (the Eagle 
Syndrome) are presented. 
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Figure 6.— Photograph of long styloid process, but within the upper limits of normal length of 
30 mm. 
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Figure 7.— Comparison of a normal styloid process (which should not exceed 30 mm 
in length), and an abnormally elongated styloid process. 
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ADVANCES IN DOD DRUG TESTING 



On 1 Jul 1974, radioimmunoassay became the basic 
testing device throughout the Department of Defense 
in its drug abuse counteroffensive. 

The technique, as developed by the U.S. Air Force 
School of Aerospace Medicine, Epidemiology Division, 
Brooks AF8, Texas, is essentially a "hands off" system 
which will permit the military departments to save on 
personnel and testing expenditures. 

Radioimmunoassay (RIA) combines the sensitivity, 
which can be achieved through the use of radioactive 
materials detectable in very small concentrations, with 
immunology which permits the identification of sub- 
stances with a high degree of specificity. 

Within the DOD program, RIA will be used only as 
a screening test to rapidly check incoming specimens 
for the possible presence of drugs. Any specimen iden- 
tified by RIA as a "positive" specimen will immediately 
receive a separate confirmatory test by gas liquid chro- 
matography, a system which has been used during 
the three years of the DOD drug abuse counteroffen- 
sive. 

In a radioimmunoassay, an antibody is developed 
that is specific for the substance to be tested. If the 
assay is for morphine, for example, a suitable animal is 
given a small dose of the drug; its body then develops 
an antibody. The second step in the preparation is the 
development of a radioactive form of the substance to 
be tested, (morphine, in this case). A morphine solu- 
tion is "labelled" with lodine-125. The antibody and 
the 1-1 25-labelled morphine antigen are then combined, 
and the antigen-antibody mixture is used in the radio- 
immunoassay. 

An automatic dilutor mixes the antibody/l-125- 
labelled antigen with a small amount of the urine speci- 
men, after which the mixture stands for one hour at 



room temperature. If the individual who gave the speci- 
men has been using morphine or one of its derivatives, 
the drug will be present in the urine specimen. In this 
case, the nonradioactive morphine from the specimen 
and the radioactive morphine which has been labelled 
in the laboratory would compete for the antibody that 
is present in the test solution. The result is a displace- 
ment of radioactive morphine from the antibody in the 
test solution, a displacement which is measurable by an 
increase in counts. The increased radioactivity is mea- 
sured in a scintillation counter. 

In addition to detecting morphine and its derivatives, 
barbiturates, and amphetamines, radioimmunoassay may 
be developed in the early future to detect just about 
any drug of abuse, including LSD, cocaine, and meth- 
aqualone. 

NEW AGE LIMIT 

On the same date that the radiommunoassay went 
into use throughout the DOD, it was announced that 
the top age for testing would be 25 instead of 26 years. 
The new age limit is based on an evaluation of data 
accumulated in the first three years of the DOD drug 
testing program. By making the change, the DOD 
will be able more accurately to direct its testing re- 
sources at the proper target population, while at the 
same time reducing the costs of the program. 

The policy does not alter the discretionary authority 
of commanders to order the participation of all mem- 
bers of a unit, regardless of age, in random unit screens 
for drug abuse. Commanders and medical officers may 
also order drug abuse testing for any member of the 
Armed Forces who is suspected of drug abuse,— Infor- 
mation Guidance Series, No. 5A-2, {Revl) Mar 1975, 
DOD Office of Information for the Armed Forces. 1? 
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THE GASTROENTEROLOGISTS' CORNER 
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Therapeutic Endoscopy 



By LCDR O.T. Nebel, MC, USNR 
LCDR V.D. Bradley, MC, USN 

and 
CDR M.F. Fornes, MC, USN 



The clinical efficacy and excellent patient acceptance 
of fiberoptic gastrointestinal endoscopy has resulted in 
a marked reduction in the use of the older rigid, and 
semi-rigid gastrointestinal endoscopes. Only the rigid 
sigmoidoscope appears to have withstood the onslaught 
of fiberoptic instrumentation, and many of these in- 
struments feature fiberoptic illumination. The rejection 
of rigid gastrointestinal endoscopy by gastroenterologists 
in favor of the flexible fiberscope has caused sorrow 
and concern in some quarters, and a few voices have 
been heard crying for a return of rigid endoscopy to 
the gastrointestinal clinic. 

One of the strongest arguments in favor of the rigid 
endoscope was the therapeutic potential of the large 
bore, hollow tube. The small biopsy channel found in 
fiberoptic endoscopes has necessitated the development 
of specialized therapeutic accessories which, until re- 
cently, have not been available, 
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Recent reports indicate that the fiberoptic endoscope 
can be an effective therapeutic instrument. The pur- 
pose of this report is to review this new application of 
fiberoptic gastrointestinal endoscopy. 

MATERIALS AND METHODS 

Fiberscopes for upper and lower gastrointestinal en- 
doscopy are produced by several manufacturers. The 
features and diagnostic application of these instruments 
have been subjected to much discussion, and will not 
be reviewed here. 

THERAPEUTIC PROCEDURES 

Endoscopic Etectrosurgery: The development of 
high frequency electrocautery snares, that may be used 
through the fiberscope biopsy channel, has made endo- 
scopic surgery a reality. The electrosurgical removal of 
a variety of gastrointestinal lesions currently represents 
the most common type of therapeutic endoscopy. 1 " 4 
The endoscopic electrosurgical snare consists of a cath- 
eter through which a proximally controlled wire loop 
is passed. A high frequency electrocautery apparatus 
is attached to the proximal end of the snare wire, and 
provides the necessary current for cautery and coagu- 
lation. The clinical application of this technique is 
demonstrated by the following case. 
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CASE REPORT 

H.D. is a 70-year-old mate who was referred to the 
gastrointestinal clinic for evaluation of intermittent hem- 
atochezia. Past history included a previous cerebrovas- 
cular accident and myocardial infarction, from which 
he had recovered with minimal functional impairment. 
Barium enema examination revealed a 2-cm polyp lo- 
cated in the proximal sigmoid colon. Colonoscopy was 
performed and the polyp, located at a distance of 50 
cm from the anal verge, appeared eroded and friable. 
Microscopic study of tissue obtained by endoscopic 
biopsy of the polyp showed only cellular atypicality. 
Because of persistent hematochezia and uncertain polyp 
histology, polypectomy was advised. Endoscopic polyp- 
ectomy was carried out without difficulty (Figure 1), 
and the patient was discharged from the hospital on the 
following morning. Follow-up examination conducted 
6 months later revealed no further hematochezia, and 
repeat colonoscopy revealed normal appearance of co- 
lonic mucosa in the region of the polypectomy site. 

This response is typical of our experience with this 
procedure, but endoscopic polypectomy is not without 
risk. Both perforation and bleeding have been reported, 
and preliminary data suggest that complications follow- 
ing electrosurgical polypectomy are more frequent than 




Figure 1.— Endoscopic photograph showing colonic polyp in 
the process of being "snared." 



had been anticipated. ^ Familiarity with both endo- 
scopic technique and electrosurgical instruments will 
minimize complications, and is an essential prerequisite 
before attempting these procedures. In addition to 
colonic polyps, endoscopic electrosurgery has been suc- 
cessfully used in the upper gastrointestinal tract to re- 
move lesions from both the stomach and the duode- 
num. 3'4 The technique for performing upper gastro- 
intestinal electrosurgery is the same as for colon lesions. 
However, the increased gastric wall thickness and the 
absence of explosive gases provide an even greater mar- 
gin of safety. Experience to date indicates that endo- 
scopic electrosurgical polypectomy is the procedure of 
choice for removing polypoid lesions of the upper and 
lower gastrointestinal tract. Application of the tech- 
nique for removing sessile lesions is being explored, but 
more work must be done in this field before the pro- 
cedure can be recommended for general use. 

Foreign Body Removal: The endoscopic removal of 
foreign bodies fell into disuse with the introduction of 
the fiberscope. The small biopsy channel, and absence 
of foreign body accessories, severely limited use of the 
fiberscope in foreign-body removal. The resurgence of 
interest in fiberscope foreign-body removal is due, in 
part, to the successful application of recently developed 
endoscopic accessories for foreign-body removal. 

The use of the biopsy forceps and other snare de- 
vices for removal of a variety of foreign bodies has 
been reported, 4 -^" 11 and is illustrated by the follow- 
ing case. 

CASE REPORT 

R.M. is a 73-year-old male who was admitted to the 
hospital with a 3-day history of nausea and vomiting. 
Past history included a cerebrovascular accident, and 
moderately severe senile dementia. During the 6 months 
prior to admission, urinary and fecal incontinence had 
necessitated the use of diapers. An abdominal X-ray 
study revealed 2 large intragastric safety pins, one of 
which was open (Figure 2|. Gastroscopy localized the 
pins to the body of the stomach (Figure 3). By in- 
serting the biopsy forceps through the end of the pin 
and then opening the forceps, the pin could be pulled 
back to the endoscope lens (Figure 4). With insuffla- 
tion to distend the esophagus, and under constant visu- 
alization, the pin was removed by withdrawing the 
scope. Both pins were easily removed by this maneu- 
ver, and a third endoscopy revealed no evidence of 
esophageal or gastric trauma secondary to the pin ex- 
traction. The patient was discharged with the recom- 
mendation that only pinless diapers be employed in 
the future. 
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Figure 2.— Radiograph showing two pins in the stomach. 





Figure 4.— Photograph showing endoscopic technique for 
removal of pins. 



Endoscope manufacturers have been lax in the de- 
velopment of accessories for foreign-body removal, but 
the standard biopsy forceps and the loop snare used 
for electrocautery have proven useful in grasping a vari- 
ety of objects. The newly developed "polyp grasper" 
may prove effective in this respect. It is hoped that 
more effort will be made by endoscope manufacturers 
in the field of foreign-body accessories. 

Miscellaneous Therapeutic Procedures: A variety of 
miscellaneous therapeutic techniques utilizing the fiber- 
optic endoscope have been reported. A guide wire may 
be passed via the endoscope biopsy channel through 
esophageal strictures; occluded Sengstaken-Blakemore 
balloons can be ruptured with the biopsy forceps, and 
food bezoars may be mechanically disrupted with the 
biopsy forceps, snare devices, or water lavage. In addi- 
tion, experimental techniques hold promise for still 
greater utility of fiberoptic endoscopy. An electro- 
cautery probe has enabled endoscopic sphincterotomy 
of the papilla of Vater, with successful removal of im- 
pacted ampullary stones in 2 patients.^ A recently 
developed, high-frequency, electrocautery coagulator 
has also been used successfully in a limited number of 
patients with refractory, upper-gastrointestinal bleed- 
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Figure 3.— Endoscopic photograph showing the safety pins 
prior to removal. 



Recent reports document the fact that a variety of 
therapeutic procedures can be performed by using vari- 
ous fiberoptic endoscopes. The safety and clinical effi- 
cacy of these techniques depend primarily on the skill 
of the endoscopist, and only those endoscopists who 
are familiar with both endoscope and accessory equip- 
ment shoOld engage in their clinical application. It 
would appear that the fiberoptic endoscope has finally 
earned itself a place in the clinician's therapeutic arma- 
mentarium. 
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ENDOSCOPY-ASSOCIATED BACTEREMIA: A CAUSE FOR CONCERN? 



Clinical microbiology has traditionally been devoted 
to the study of those bacteria associated with patho- 
logical states. Only recently has equal emphasis been 
placed on those microorganisms colonizing normal ana- 
tomical sites in asymptomatic subjects. While it has 
long been known that the oral cavity''''' 1 * and distal 
boweP>5,14 are p p U | a ted by a complex microbial 
flora, little information on microbial ecology of the 
small intestine has been available. Investigators now 
agree that the small intestine in normal subjects bar- 
bors minimal numbers of transient microorganisms orig- 
inating in the oral cavity. This realization, that the 
alimentary tract of normal subjects is indeed populated 
throughout its entire length, is of practical as well as 
purely ecological importance. The practicing gastro- 
enterologist cannot tacitly assume that the alimentary 
tract is a "sterile field" in which to ply his trade. 

Classically bacteremias have been documented fol- 
lowing oral manipulation, periodontal procedures," 
rectal surgery, 1 and urinary-tract instrumentation/'' - ' 
This sequella has recently been noted following sigmoid- 
oscopy ," biopsy of rectal polyps," and small-bowel bi- 
opsies. 1 ^ If the foregoing procedures are associated 
with bacteremia, it seems quite likely that the newer 
endoscopic modalities, such as colonoscopy and retro- 
grade cholangiography, likewise could be sources of 
transient iatrogenic bacteremia. This raises the issue 
of whether the endoscopist should prescribe prophy- 
lactic antibiotic coverage on a routine basis. 



The effective clearance of bacteria from the blood- 
stream requires unaltered host-defense mechanisms. 
With an ever-increasing number of patients exposed to 
immunosuppressive drugs or irradiation, the spectre of 
post-procedural bacteremia becomes an even more criti- 
cal issue. Likewise, patients with valvular heart disease 
may be prime targets for life-threatening bacteremias. 
Statistics on the incidence of transient bacteremia, fol- 
lowing these newer procedures, are needed before any 
decisions concerning the use of chemoprophylaxis can 
be made. 

In an attempt to resolve these issues, serial blood 
cultures are routinely taken on all patients undergoing 
elective colonoscopy or cholangiography at this hos- 
pital. Preliminary studies conducted on 30 patients 
undergoing colonoscopy, and 5 undergoing cholangi- 
ography have shown no evidence of bacteremia follow- 
ing these procedures, arguing against the need for pro- 
phylactic antibiotic coverage. 

We will continue to study and obtain additional in- 
formation on patients undergoing these procedures, 
until sufficient data become available to satisfactorily 
answer this pressing clinical question. 



Michael D. Dickman, Ph.D. and 
CAPT A.R. Chappelka, MC, USIM 
Clinical Investigation Service 
Naval Regional Medical Center 
Philadelphia, Pa. 
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5 JOGGERS - 13,178 MILES 
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These 5 members of the National Naval Medical Center (NNMC) Joggers Club have run up a total 
of 13,178 miles in their off-duty hours since the club opened in Jan 1973. The joggers, with their 
total mileage, are (from left): HM2 Randall Koppenhaver, USN, Naval Toxicology Unit (NTU), 3,461 
miles; CDR Joseph Cassells, MC, USN, Health Sciences Education and Training Command (HSETC), 
2,127 miles; LT Nathan Sessions, MSC, USN, HSETC, 856 miles; LT Melvin Andersen, MSC, USN, 
NTU, 2,156 miles; and LCDR William Hoss, Jr., MSC, USN, NNMC, 4,577 miles.— PAO, NNMC, 
Bethesda, Md. (Photo by HM1 Garry Silk.) 4} 
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BUMED REORGANIZED 

The newly revised BUM ED Organization Manual (BUMEDINST 5430.4A of 
8 Nov 1974) contains official organization charts and functional statements re- 
flecting recent BUMED reorganization. A list of new BUMED codes, effective 
1 Mar 1974, is provided. Details upcoming in U.S. NAVY MEDICINE. 

ACCELERATED MILITARY MEDICAL CONSTRUCTION 

During the past 11 months, 6 major military medical construction projects, 
initiated prior to FY74, have been completed: 2 hospitals, 3 clinics, and a BEQ. 
Another 2 hospitals and 3 clinics are now under construction. 

The FY74 military medical construction program was valued at $50,647,000 
and included 23 projects; FY75: $76,171,000 and 25 projects; FY76: $133,196,000 
and 5 projects; FY77: $140,597,000 and 13 projects. Major projects for FY78 
through FY81 have been tentatively identified, with emphasis on satisfying major 
deficiencies in hospitals and replacing outmoded clinic facilities. 

AEROSPACE MEDICINE PROGRAMS 

Giant steps forward in aerospace medicine include: 

• Aerospace Medical Safety Operations (AMSO) offices soon to be estab- 
lished in environmental and preventive medicine units (EPMUs) at Norfolk, Va., 
and San Diego, Calif. One flight surgeon will be assigned to each unit during 
1975, reporting for operational control ADDU to COMNAVAIRLANT/PAC. In 
addition, 3 aerospace physiologists on each coast have been designated for duty 
in the AMSO offices, and are currently completing safety and accident investiga- 
tion school at Monterey, Calif. 

• To augment the dwindling number of Navy flight surgeons, a 1-month 
aviation medical officer (AMO) course will be conducted at the Naval Aerospace 
Medical Institute for GMOs or clinical specialists who deal with the aviation com- 
munity. The 1st class is scheduled to convene 5 May 1975, with subsequent 
classes beginning approximately quarterly. AMOs will conduct flight physicals, 
and sign ungrounding notices on aircrewmen following uncomplicated illness. 

• Four to 6 aerospace medicine residency billets will be filled next year. 
A new program has also been approved which allows 1 student flight surgeon per 
class to proceed directly into the aerospace medicine residency at the Naval Aero- 
space Medical Institute, Pensacola, Fla., instead of being assigned immediately to 
operational duty. 

• A shortfall of 12 junior flight surgeons in the carrier air wings requires 
selected medical centers to provide support when the air wings embark. Cur- 
rently NAVREGMEDCENs Oakland, San Diego, Camp Pendleton, and Portsmouth 
are each providing 1 medical officer aboard 4 carriers. Each officer will serve 
for approximately 3 months. 

TOTAL COMMISSIONED SERVICE 

The present law for computing total commissioned service for certain Dental 
Corps officers has resulted in the stacking of senior officers at the top, restrict- 
ing the accession of junior career officers. Legislative relief may be necessary to 
solve this problem by amending the law, as done in 1968 for the Supply Corps 
and Civil Engineer Corps. 
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MENINGOCOCCAL DISEASE REPORT 

For the 2nd consecutive year, no deaths were reported among active-duty 
Navy and Marine Corps personnel due to meningococcal disease. Eleven cases of 
meningococcal disease were confirmed during 1974, down from 19 cases in 1973. 

Reduced incidence of disease is believed to be due in part to routine use of 
serogroup C polysaccharide meningococcal vaccine in Navy/Marine Corps recruit 
populations. Serogroup A disease was not identified during 1974 in active-duty 
or dependent personnel in CONUS. 

When meningococcal disease is suspected or confirmed, BUMEDINST 6220.3A 
requires that a disease-alert report be sent to Chief, BUMED. If possible, menin- 
gococcal organisms isolated from active-duty and dependent personnel should be 
serogrouped, and the information included in a follow-up report. In most cases, 
grouping can be done by local naval hospital or state laboratories. If further as- 
sistance is required, contact the appropriate Navy Environmental Preventive Medi- 
cine Unit, or the Center for Disease Control. A sample of meningococcal isolates 
should be forwarded to: Neisseria Repository, Naval Biomedical Research Labora- 
tory, Naval Supply Center, Oakland, Calif. 94625. 

OCCUPATIONAL HEALTH COMMITTEE FORMED 

Members of the newly formed Occupational Health Planning and Program 
Evaluation Committee in BUMED Code 56 are: Mr. J.E. Shultz (chairman); 
LCDR L.E. Doptis, MSC, USN; and LT R.H. Hazleton, MSC, USN. RADM T.J. 
Christman, USN (Ret.) is management information systems consultant, with other 
consultants and associate committee members to be named as required. 

Field activities are encouraged to offer constructive criticism of, and recom- 
mended improvements in regional occupational health programs. Call committee 
members at: (Area code 202) 294-4620; Autovon 227-3639. 

FLIGHT SURGEONS' NEWS DISCONTINUED 

Due to funding constraints, publication of the FLIGHT SURGEONS' NEWS 
has been discontinued. The last issue was published in Oct 1974. Articles and 
news items of interest to naval flight surgeons should continue to be submitted to 
BUMED Code 51 for review and possible publication in U.S. NAVY MEDICINE. 

CANCER PROGRAM MANUAL 

Physicians in charge of teaching programs in Navy medical facilities may wish 
to obtain the revised Cancer Program Manual, 1974 , now available without charge 
from: Cancer Program Activities, American College of Surgeons, 55 E. Erie St., 
Chicago, III. 60611. The manual contains criteria for establishing an organized hos- 
pital cancer program. 
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NATIONAL VOLUNTEER WEEK: 20-26 APR 1975 

Medical Department personnel are invited to join in the nationwide celebra- 
tion of National Volunteer Week, 20-26 Apr 1975, by saluting the unselfish and 
dedicated service provided in Navy medical facilities by volunteers. Although the 
value of volunteer contributions should be recognized daily. National Volunteer 
Week offers a special opportunity to applaud the significant achievements of these 
invaluable assistants, and to draw attention to the rewards that can be derived 
from volunteer service.^ 
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Application time is again upon us. You, our scholar- 
ship students, are beginning to make the decisions that 
will do much to determine your professional future. Of 
necessity, the Navy must figure prominently in your 
plans. 

Medical Department program managers have had the 
opportunity to talk with many of you, and to discuss 
with you personally, many of your concerns, reserva- 
tions, and questions about future professional training. 
In an effort to help clarify some of these areas, we of- 
fer here a decision/action flow chart (Figure 1) for use 
by 1976 graduates. 

Also reproduced below is the BUMED memorandum 
that describes Navy policy for applying for 1st-year 
graduate medical education (GME). A copy of this 
memorandum will be sent to all subsidy students. 

Finally, in Table 1, the list of subsidy students lo- 
cated at various schools is continued. Publication of 
this list commenced with the Nov 1974 issue of U.S. 
Navy Medicine. 

MEMORANDUM FOR ALL STUDENTS IN AFHPS 
PROGRAM (MEDICAL AND OSTEOPATHIC) 

Subj: Graduate Medical Education 

1. As you may be aware, the Navy has discontinued 
seeking 1st-year trainees under the National Intern and 
Resident Matching Program of the American Medical 



Association (AMA) for training to commence in Jul 1975 
and thereafter, it is deemed appropriate that you, as 
a participant in the Armed Forces Health Professions 
Scholarship (AFHPS) Program, should know of this. 
Other medical and osteopathic students who are draw- 
ing Navy pay are provided copies of this memorandum 
for information purposes. 

2. In accordance with the provisions of the AFHPS 
Program, you are required to apply for your 1st year 
of graduate medical education in the Navy. The follow- 
ing schedule of dates will apply: 

1 May 1975 — Scholarship students who are entering 
(or about to enter) their senior year will be provided 
with a complete listing of Ist-year positions that will 
be available in Jul 1976. Application forms, with neces- 
sary instructions, will also be supplied. 

/ Sep 1975 — Closing date for receipt of applications 
in the Bureau of Medicine and Surgery (BUMED). 

Sep 1975 (exact date to be announced) — Selection 
committee meets in Washington, D.C., to select 1st-year 
trainees for all hospitals. 

Oct 1975 (exact date to be announced) — All can- 
didates advised of their selection or nonselection. 

3. The following general information is provided: 
a. Programs: It is planned that there will be 

about 230 1st-year positions offered to graduating stu- 
dents, in about 75 separate programs, in 9 naval hos- 
pitals. Programs will be listed as categorical, categorical 
diversified, and flexible: 

Categorical programs will consist of 12 months 
of training in a single discipline. 

Categorical diversified programs will consist of at 
least 6 months in a single discipline, with some latitude 
in other disciplines. 

Flexible programs will consist of at least 4 months 
in medicine, plus other rotations. Rotations will be of- 
fered in all specialties in which the hospitals concerned 
have an approved residency. Other rotations will ordi- 
narily last at least 2 months. 

The only specialties in which an uninterrupted con- 
tinuum of graduate medical education will be offered 
competitively to graduating students are: psychiatry, 
pediatrics, pathology, family practice, and obstetrics 
and gynecology. Students accepted into the 1st year in 
these 5 programs do not apply for continued training; 
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FIGURE 1. -DECISION/ACTION FLOW CHART FOR AFHPS STUDENTS GRADUATING IN 1976 






Students visit, seek interviews, 
inform themselves of: 

1. Navy GME programs. 

2. Civilian GME programs. 


















1 Sep 1975 — Deadline for receipt of 
completed applications in BUMED: 

1. Applications for Navy GME. 

2. Applications for deferment of 
training, civilian GME. 



Selection Navy GME 









Nonselection Navy GME 






Pediatrics, pathol- 
ogy, family practice 
neuropsychiatry, 
Ob/Gyn: No fur- 
ther applications 
necessary to con- 
tinue in these 
specialties. 






All other programs: 

1. Must reapply for 
continuation in 
specialty, or to 
change to another 
specialty. 

2. Deadline for receipt 
of application: 15 
Aug 1976. 






Selected 



Students continue to seek 
civilian GME: 

1. NIRMP deadlines or 

2. Osteopath deadlines 



Students informed by 15 
Nov 1975 of full or 1-year 
deferment, according to spe- 
cialty requirements of Navy. 



Not selected 



Continue GME, 
contingent upon 
satisfactory per- 
formance. 



Full specialty deferment 



Options 

1. Seek GMO assign- 
ment. 

2. Seek Aero Med or 
Undersea Med. 

3. Seek other unfilled 
vacanies in GME. 









1-year deferment 



Complete training 
in projected Navy 
specialty needs. 






Reapply for Navy 
GME in subsequent 
years. 



Options 

1. Reapply Navy GME: 
deadline 15 Aug 1976. 

2. Seek Aero Med/Under- 
sea Med: deadline 1 
Feb 1977. 

3. Seek GMO assignment. 

4. Await assignment. 



KEY: 



Reapply for Navy GME 
in subsequent years. 



AFHPS = Armed Forces Health Professions Scholarship 
GME = graduate medical education 

NIRMP = National Intern and Resident Matching Program 
GMO = general medical officer 



Volume 65, April 1975 



25 



students accepted into alt other 1st-year programs must 
compete and reapply for advancement into the 2nd 
year, and the continuum of graduate medical education, 
b. General rules: 

(1 ) Candidates (AFHPS only) will be required 
to list all naval hospitals, in order of preference, that 
offer the desired specialty or type of training. , Candi- 
dates may also list alternate program specialty prefer- 
ences, with appropriate hospital preferences. It is im- 
portant that candidates for all programs state the dis- 
cipline in which they desire their specialty emphasis. 
A "remarks" section is provided in the application, 
where candidates may express any important personal 
considerations they wish to bring to the attention of 
the selection committee. 

(2) AFHPS students who do not list all avail- 
able naval hospitals within their preferences will be as- 
signed preferences for the hospitals that are not listed. 
Additional specialty preferences will not be assigned. 

(3) Selection for Navy programs: AFHPS 
students who are selected for a training program in a 
naval hospital will be required to enter that training 
program. Scholarship students who state inappropriate 
preferences for specialties not listed as available (such 
as pediatric allergy, gastroenterology, plastic surgery, 
etc.), will be considered for training positions in the 
basic specialty — e.g. pediatrics, internal medicine, gen- 
eral surgery, etc. 

(4) Nonselections for Navy programs: Schol- 
arship students not selected for a training program in a 
naval hospital will be so advised, and will be free to 
seek 1st-year graduate medical education positions in 
the civilian sector. 

(5) Most trainees will be considered interns 
during their 1st year of Navy graduate medical educa- 
tion; however, 1st-year graduate-level selectees for psy- 
chiatry, pediatrics, pathology, family practice, and Ob/ 
Gyn will be considered intern/residents. 

(6) Students in all other Navy categorical, 
categorical diversified, and flexible programs who wish 
to continue training in the Navy will be required to 
apply for such training early in their intern year (1st- 
year graduate medical education). 

c. Active duty deferments: 

(1) Along with their applications for Navy 
training programs, scholarship students (AFHPS only) 
will be required to request, as an alternate preference, 
permission to delay serving their active-service obliga- 
tion in order to train (internship or residency) in a 
civilian institution. The institution need not be listed, 
but the specialty and the length of the delay desired 
must be clearly stated. Students who are not selected 
for Navy programs will be so advised to allow them to 



submit their rank-order lists of preferred civilian insti- 
tutions within the time limits established for application 
to the National Intern and Resident Matching Program 
(AMA), or the Intern Registration Program of the Amer- 
ican Osteopathic Association (AOA). Students who are 
not selected for Navy programs, nor for active-duty de- 
lays to complete full training in a specialty, will be as- 
sured / year of delay (only), in order to complete an 
internship or the 1st year of graduate medical educa- 
tion in a civilian institution. Prior to 15 Aug of that 
year they can reapply for training in the Navy and, if 
not selected, for a deferment to complete a full resi- 
dency. 

(2) If applications for 2nd-year positions or 
deferments cannot be approved, students will be called 
to active service as general medical officers at the end 
of their 1st year of training. In subsequent years they 
will be eligible to apply or reapply for residencies in 
naval hospitals; if not selected for such residencies, 
they may apply or reapply for release from active 
duty in order to pursue a residency in a civilian institu- 
tion, prior to returning to active service to fulfill their 
remaining obligation. All requests for residencies and 
active-duty delays will be given consideration consis- 
tent with the anticipated needs of the Navy. All candi- 
dates are cautioned that the possibility exists that re- 
quests to complete full specialty training in a naval hos- 
pital, or in a civilian institution, may not be approved; 
regardless of where training is to be completed, there 
must be a planned Navy Medical Department need for 
the individual's services as a specialist at the end of the 
training program. All candidates are assured, however, 
of the opportunity to complete 1 year of graduate 
medical education in either a Navy or civilian program. 
Students who will commence their 1st year of graduate 
medical education in 1975 have been advised by sepa- 
rate correspondence of the procedure through which 
they can apply for further training in the Navy, or for 
active-duty delays to complete full specialty programs. 
(3) It is considered essential that all scholar- 
ship students prepare themselves for the contingency 
that numerical limitations may preclude their selection 
for 1st-year programs in naval hospitals. In preparation 
for that contingency, all candidates are urged to register 
at the appropriate time with the National Intern and 
Resident Matching Program (AMA) or the Intern Regis- 
tration Program (AOA). Of course, if a student desires 
to seek training on his own (if not selected Navy), he 
or she is free to do so. Those students who are se- 
lected for Navy programs, and who may have registered 
with 1 of the intern placement plans, will withdraw 
from that plan upon notification of selection by the 
Navy. As in the past, the Navy will continue to offer 
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unfilled 1st-year positions to qualified students who do 
not obtain positions under the AMA or AOA place- 
ment plans. Information concerning such vacancies will 
be available each year, after the AMA and AOA place- 
ment announcements. 

(4) It can be anticipated that in the compe- 
tition for 1st-year graduate medical education positions 
available in naval hospitals beginning in Jul 1976, there 
will be at least twice as many applicants as available 
positions. In specialties that enjoy national popularity, 
such as medicine, surgery, orthopedics, Ob/Gyn, ophthal- 
mology, etc., the competition will no doubt be greater. 
But because of the Navy's future needs in anesthesiol- 
ogy, family practice, psychiatry, radiology, pathology, 
and pediatrics, it is planned that a maximum number 
of positions in naval hospitals, and deferrnents to com- 
plete training in civilian institutions, will be offered in 
these specialties. 

(5} If at all possible, students are urged to 
visit naval hospitals, in which they are interested, for 
interviews. In an ongoing program the results of those 
interviews are forwarded to Washington, where they are 
made a part of the student's application file. Inter- 
views must be completed prior to 15 Aug 1975; results 
of interviews must be received in BUMED prior to 25 



Aug 1975. Prospective candidates for a given program 
are urged not to consider a program director's indica- 
tion of acceptance as the final placement determination. 
It is not uncommon for 2 or more program directors 
to state a preference for the same candidate. In such 
cases, a decision must be made through the internal 
Navy matching operation. The results of this match- 
ing may require that a candidate be placed in a hos- 
pital or a program that is lower on his preference list 
than he had anticipated. 

4. The provisions of this memorandum that pertain 
to active-duty delays, and the requirement to state 
multiple hospital preferences do not apply to students 
who are serving on active duty in the Medical and Osteo- 
pathic Scholarship Program (MOSP), nor in the Senior 
Medical Student Program (SMSP|. Such students may 
continue to apply to as many Navy and civilian pro- 
grams as they may desire. However, the opportunity 
for these students to participate in civilian training pro- 
grams is limited to the 1st year of graduate medical 
education only. Application procedures for training in 
naval hospitals are as stated in this memorandum, and 
the schedule of dates pertains. Therefore, a copy of 
this memorandum is being supplied to all MOSP and 
SMSP students, for information only. 



TABLE 1.-STUDENTS PARTICIPATING IN THE 1975 PROGRAM (partial list, continued} 



Medical School Group 



Class of 



Medical School Group 



Class of 



SUNY DOWNSTATE, BROOKLYN 

Dl CAPUA, Lawrence 
MC NIECE, Donald M. 
MINERVE, Harold A. 

SUNY UPSTATE, SYRACUSE 

CLOSE, Theodore D. 
COLLINS, Thomas M. 
HALLORAN, Thomas J. 
PYATT, Robert S., Jr. 
TINELLI, Eugene T. 

BOWMAN GRAY 

BECKER, Bruce (NMN) 
BURNETTE, "J" "P" 
HARPOLD, Garry J. 
HEALY, Grant 
LEMONCELLI, Gary L. 
MAYER, Frederick W. 
MAYSE, Ray S. 

DUKE 

CLEGG, Herbert W. 



'76 
'76 
'75 



'77 
'75 
'76 
'75 
'76 

'77 
'75 
'76 
'76 
'75 
'76 
'76 



'75 



DUKE (Con.) 

KENNEDY, John D., Jr. 
LEWIS, Richard H. 
MILLSAPS, David M. 
SAVAGE, Robert M. 

UNIV. OF NORTH CAROLINA 

BASS, Robert 
BRAY, Patrick G. 
BRIDGERS, Samuel L. II 
BYRD, Jack P. 
DORMAN, Stephen M. 
FOGLEMAN, Clarence E. 
FRITZ, Richard T. 
HUNTER, Billy G., Sr. 
MC CLAIN, Gary M. 
PARFITT, Henry E., Jr. 
SAWYER, William P. 
STITT, Van J., Jr. 

E. CAROLINA, GREENVILLE, N.C. 

KARR, Michael A. 



'77 
'77 
'77 
'76 



'76 
'75 
'75 
'76 
'75 
'75 
'76 
'75 
'75 
'75 
'75 
'75 



77 
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Medical School Group 



Class of 



Medical School Group 



Class of 



UNIV. OF NORTH DAKOTA 
KURTTI, Robert D. 
RASH, Francis C. 
RUGGLES, Kevin H. 

CASE WESTERN RESERVE 

CHERKALA, Bruce L. 
CLAGUE, Michael D. 

CINCINNATI 

ATKISSON, James D. 
FERGUSON, Wilson J., Jr. 
LABARRE, Robert R. 
RUFLETH, Peter W. 

MEDICAL COLLEGE OF OHIO, TOLEDO 

ARMSTRONG, Richard A. 
LUDEN, Gary A. 
QUINN, James, E. 

OHIO STATE 

ALTER, Sherman J. 





OHIO STATE (Con.) 


'76 


BEAN, Frederic L. 


76 


BELL, Jeffery G. 


75 


BRAWLEY, Robert L. 




BURDGE, Jeremy J. 




DIXON, Bonnie L. M. 


'76 


DIXON, Donald L. 


'77 


HUFFER, Gwenn E. 




JUMP, John C. 




LEA, Gary H. 


75 


LIVINGSTON, John M. 


76 


LONG, Kenneth W. 


76 


MACKAN, Michael D. 


'76 


MITCHELL, Allen M. 




RANDOLPH, David C. 




REICHLEY, Stephen C. 


76 


RUFNER, Deborah K. 


77 


SCHULER, Michael A. 


76 


SEI BERT, John D. 




STROMINGER, Richard D 




TIMPONE, Michael J. 


76 


VAN GILSE, William V. 



75 
75 
76 
75 
75 
75 
75 
75 
75 
76 
75 
75 
75 
75 
75 
75 
75 
75 
77 
76 
76|? 
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AMERICAN BOARD CERTIFICATIONS 



American Board of Allergy and Immunology 
CDR Walter L. McLean, MC, USN 

American Board of Anesthesiology 
LCDR Edward F. Anderson, MC, USN 
LCDR John F. Donaldson, MC, USN 
LCDR Richard L. Fraioli, MC, USN 
LCDR William M. Henderson, MC, USNR 
LCDR Michael S. Jakubowski, MC, USNR 
LCDR James P. Jordan, Jr., MC, USN 
LCDR James M. Klick, MC, USN 
LCDR Frederic L. Paulsen, MC, USNR 
LT John F. Jones, MC, USN 

American Board of Clinical Psychology 
CDR Gale W. Bach, MSC, USNR 

American Board of Dermatology 

CAPT Bernett L, Johnson, Jr., MC, USN 
CDR Walter T. Johnson, MC, USN 
CDR Marvous Saunders, MC, USN 
LCDR Frederic C. Fenig, MC, USNR 
LCDR Fred J. McElveen, MC, USNR 

American Board of Internal Medicine 
CDR Donald J. Kearney, MC, USN 
CDR Walter V.R. Vieweg, MC, USN 
LCDR Daniel T. Danahy, MC, USNR 
LCDR Neil J. Hart, MC, USNR 
LCDR David W. Ortbals, MC, USNR 
LCDR Robert W. Rosenbaum, MC, USNR 
LCDR Robert A. Waugh, MC, USNR 
LCDR Michael W. Yocum, MC, USNR 



American Board of Internal Medicine (Con.) 
LT Timothy B. Denzler, MC, USNR 
LT George R. Freeland, MC, USNR 
LT Stephen S. Frost, MC, USNR 

American Board of Nuclear Medicine 
LCDR Kenneth A. Scheidt, MC, USN 

American Board of Obstetrics and Gynecology 
CDR Cyril Newman, MC, USN 
LCDR Robert L. Schweitzer, MC, USNR 

American Board of Orthopedic Surgery 
LCDR Robert E. Chambers, MC, USN 
LCDR Russell R. Zelko, MC, USNR 

American Board of Otolaryngology 
LCDR Thomas E. Acomb, MC, USNR 
LCDR William A. Combs, MC, USN 
LCDR James M. Motes, Jr., MC, USN 
LCDR Michael J. Rensink, MC, USN 

American Board of Pediatrics 

LCDR Richard A. Cahill, MC, USNR 
LCDR David I. Goldsmith, MC, USNR 

American Board of Preventive Medicine 
CAPT Dennis F. Hoeffler, MC, USN 
CAPT Walter F. Miner, MC, USN 
LCDR Lee J. Melton III, MC, USN 

American Board of Surgery 

LCDR Gary L. Broadrick, MC, USN 
LCDR Joseph L. Romolo, MC, USNR^ 



AWARDS AND HONORS 



Legion of Merit 

CAPT Robert M. Ware, MSC, USN 

Meritorious Service Medal 

CAPT Scott G. Kramer, MC, USN 
CAPT Walter F. Miner, MC, USN 

Navy Commendation Medal 

CAPT Gerald M. Bowers, DC, USN (now retired) 
CAPT Jan G. de Waal, MC, USN 
CAPT William B. Shreve, Jr., DC, USN 



Navy Commendation Medal (Con.} 

LCDR Francis J. Robertello, DC, USN 
HMCS Donald C. Potts, USN 
HM1 Carl J. Dufrene, USN 
HM3 Willie Mosley, USN 

Navy Achievement Medal 

LCDR Hamilton Lokey, MC, USN 
LCDR Carl A. Wesolowski, MSC, USN 
LT James A. Brady, MSC, USN 
DTC Robert J. Dougherty, Jr., USN^ 
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POSTOPERATIVE MANAGEMENT 
IN SCOLIOSIS 

To the Editor: This letter is prompted by the article 
"Scoliosis: Diagnosis and Management in the Military 
Population," by CDR Alvin H. Crawford, MC, USN. 
(See U.S. Nav Med 64 [41: 13-1 6, Oct 1974.) The estab- 
lished medical record-keeping system described in the 
paper is admittedly excellent as to content, function, 
and retrieval. 

My concern after reading the article on several occa- 
sions is with the discussion of patient care and treat- 
ment. Appearing on page 16 under "Clinical Proce- 
dures," the last sentence refers to postoperative care 
and is the basis of my concern: "Postoperative patients 
remain recumbent for a period of 6 months." 

I am most cognizant that surgery is only a small part 
of the available therapeutic armamentarium for treating 
scoliosis, and that it is indicated only in selected pa- 
tients. Further, in those patients subjected to surgi- 
cal intervention, postoperative management is at least 
as important as any aspect of the surgical procedure 
itself. 

While postoperative recumbency for a period of 6 
months was once regarded as routine postoperative 
management for scoliosis surgery, the consensus de- 
rived from my own training, experience, and reading 
now dictates that patients may routinely be gotten up 
as early as 10 to 14 days following surgery with Har- 
rington instrumentation, and may remain ambulatory 
for the remainder of the postoperative treatment. 

Early ambulation implies meticulous attention to 
postoperative casting detail, activity supervision, and 
roentgenographic analysis. It virtually obviates the 
physiologic, psychological, sociologic, and economic 
disadvantages of an enforced 6-month recumbency. Ex- 
cept in select cases, well documented series of patients 
demonstrate no disadvantage to early ambulation so long 
as meticulous attention to detail is observed. 
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LCDR Peter R. Dornenburg, MC, USNR 

Department of Orthopedics 

Naval Hospital 

Corpus Christi, Tex. 78419 



SCIENTIFIC METHOD 

To the Editor: The article entitled "Drug Abusers: 
Some Preliminary Findings," by LTs D.F. Reinhart and 
W.P. Shepherd, and HM2 Curtis (See U.S. Nav Med 64 
[1]:18-20, Jul 1974|, presents some potentially useful 
information for active and reserve naval officers on a 
social/medical problem of extreme importance. 

The value of the data presented, however, is limited 
by a failure to compare the reported group of subjects 
with a comparable control group. Editorial review of 
such articles should suggest to authors that age, rate, 
education level, etc., of a diseased population have 
little meaning when viewed in isolation, and must be in- 
terpreted in relation to the general military population. 

For example, 40% of the total population of drug 
abusers were in pay grade E-2; what is the relative in- 
cidence of abusers in the entire group of E-2s? Is the 
fact that the highest proportion of abusers were E-2s 
significant in itself, or does it merely reflect that there 
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are more E-2s in the military population at NDRC-NAS 
Jacksonville? 

Thank you very much for the opportunity to express 
this view. I hope the authors will be encouraged to 
publish further findings in the near future. 

CAPT Lucas S. Van Orden III, MC, USNR-R 
College of Medicine 
Department of Pharmacology 
The University of Iowa 
Iowa City, Iowa 52242 



STUDENT "COMPANY" 

To the Editor: As the elected commanding officer 
of an unofficial medical company that we have formed 
at the Kirksville College of Osteopathic Medicine, I 
should like to report that we have formed a group of 
21 scholarship students, organized in the spring of 1974. 
We formed the unofficial company in order to obtain 
and distribute information about the scholarship pro- 
gram, naval hospitals, and Navy medicine. 

We have had several meetings, and naval officers ad- 
dressed the group at 2 of these meetings. Information 
has been obtained on Navy indoctrination, and specific 
programs and community features at the different teach- 
ing hospitals. We have also written a letter offering a 
discussion of difficulties confronting us in the scholar- 
ship program (HR2), and suggested solutions. 

This organization has not solved all of our problems, 
but it has been quite effective in obtaining and distrib- 
uting information. We would welcome suggestions for 
ways to improve this effort, and would be willing to 
assist any other group that may wish to institute a sim- 
ilar organization. 



ENS Charles Kaluza, USNR 
14 Shockey's Mobile Court 
Kirksville, Mo. 63501 



NAVY INTERN-RESIDENT 
MATCHING PROGRAM 

To the Editor: Under the National Intern-Resident 
Matching Program (NIRMP), a graduating student was 
assured that he would begin training at the hospital 
placed highest (on his matching list) that had similarly 
ranked him high. Now that the Navy has dropped out 
of the NIRMP, it would appear that applicants for 1st- 
year training can be assigned to eligible naval hospitals 



without consideration of personal preference. For ex- 
ample, a senior medical student might elect to serve a 
clerkship at Naval Hospitals San Diego and Portsmouth, 
Va., in order to "size up" the hospitals and allow them 
to observe his performance. While he does receive pay 
as a clerk, the student must pay his own transportation 
expenses to and from these hospitals. When indicating 
his "choice" of hospital for internship, he might list 
Portsmouth first, and San Diego second. This student 
might be listed as the first choice among the applicants, 
by a program director at Portsmouth. Under the civilian 
matching program, such a student would be guaranteed 
a "match" with Portsmouth. But under the present 
Navy program, such a student might find himself as- 
signed to Bethesda, or to some other hospital he had 
neither visited nor ranked. 

If I were approaching graduation from medical school 
with the option of obtaining further training in the 
Navy, I would have grave reservations about applying 
with the knowledge that I might have no choice of lo- 
cation for such training. It seems to me that if the 
Navy is to compete favorably with civilian hospitals, it 
must offer the same opportunities for training — i.e., 
allow the applicant to participate in the selection of 
the graduate training programs which he will enter. 

Further, it hardly seems fair for students to finance 
their own transportation to naval hospitals for inter- 
views or clerkships, if these visits are of no significance 
in the selection process for graduate training. 

If in holding this concept of the graduate-medical- 
education selection procedure I am in error, kindly 
publish some information to correct my misconcep- 
tions. There are others here whose understanding of 
this resembles my own. 

LT John D. Yeast, MC, USNR 
NAVREGMEDCEN San Diego, Calif. 



The question raised by LT Yeast is valid and well 
founded. His concern is probably based on lack of 
understanding of how the selection process is managed. 
Following the withdrawal of the Navy from the Na- 
tional Intern-Resident Matching Program, it was the 
intent of the Bureau managers to pattern this selection 
process as closely as possible after that of the national 
program. Naturally, some factors peculiar to the Navy, 
such as geographic location, available positions, exist- 
ing regulations, and the needs of the Navy Medical De- 
partment had to be given consideration. However, we 
think we did pretty well. The actual breakdown for 
1975 placement following completion of our "Mini- 
Match" is shown as follows: 
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ASSIGNMENTS BY PROGRAM PREFERENCE 






ST. LOUIS SCORES 



First Choice 


80.1% 


Second Choice 


12.6% 


Third Choice 


5.3% 


Fourth Choice 


0.5% 


Fifth Choice 


1.5% 









ASSIGNMENTS BY HOSPITAL PREFERENCE 













First Choice 




70% 




Second Choice 




16% 




Third Choice 




7% 




Fourth Choice 




4% 




Fifth Choice 




3% 



It is our intent to make this matching process as re- 
sponsive to the needs of our students as possible, it is 
under constant review to ensure its effectiveness. 

Performance reports on all students who engage in 
clerkships are to be forwarded to BUMED, and such 
reports are regarded as an invaluable source of informa- 
tion upon which to base future selections for graduate 
medical-education programs. 

CAPT W.M. McDermott, Jr., MC, USN 
Education Contributing Editor, and 
Medical Corps Program Director, 
HSETC, Code 4. 



To the Editor: For those of us not serving on ex- 
tended active duty, the Nov and Dec 1974 issues of 
U.S. Navy Medicine were particularly valuable. The 
detailed report of the SAC conference provided much 
useful information for those of us who attempt to re- 
cruit — such items as training and assignment oppor- 
tunities, and the specific details of the VIP legislation, 
to mention but a few. CAPT Norman Cooley's article 
on the restructured reserve was concise, timely, and 
helpful. As a medical school liaison officer (MSLO) 
for the past 18 years, the "Scholars' Scuttlebutt" sec- 
tion warms the cockles of my heart. Who could fail to 
be impressed and challenged by Dr. Dan Hagan's record 
of 32 Navy students at the University of Miami? 

A recurring theme in the SAC report is that the schol- 
arship students are the hope of the future. In the 
"Scuttlebutt" column, both students and BUMED iden- 
tify the need for better organization at the schools. 
Students also express the need for orientation, and help 
with uniforms. Wouldn't a flexible but required curric- 
ulum for these students (as little as 1-2 hours a month) 
be of value in this regard? At St. Louis University we 
meet every 4-6 weeks, but only about 1 /z of the students 
attend. (See photo.) 

Finally, due to fiscal constraints, few of our 1975's 
are going to active duty Navy facilities. If these men 
are indeed the hope of the future, not sending them 
to duty could prove only penny-wise. 




THE HOPE OF THE FUTURE— Warming up for active service in the Navy Medical Corps are some of the Navy scholars at St. 
Louis University, Mo. (By courtesy of CAPT Matt H. Backer, Jr., MC, USNR, commanding officer NRMC 2812, MSLO, St. Louis 
University.) 
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In any case, to borrow your phrase, we like your 
style and look forward to each issue that arrives. 



English-language medical literature, and start using 
world standard metric expressions. 



CAPT Matt H. Backer, Jr., MC, USNR 

CO, NRMC 2812 

MSLO, St. Louis University, Mo. 



'1600 IN, 48 OUT' 



To the Editor: With the impetus toward metrication 
steadily gaining momentum here in the U.S., the world's 
last major refuge of the archaic English system of mea- 
surement, we in medicine are in a perfect position to 
help set the pace of change. We've been "metricated" 
— more or less — for years. Many a university medical 
center has gone completely metric. Which makes it all 
the more disturbing to read papers from naval medical 
sources still using grains, inches, pounds, and degrees 
Fahrenheit. As a leading force in Federal medicine the 
Navy, once and for all, ought to cast tradition to the 
winds and decree total metrication in its activities. 

We have already come part of the way. Blood pres- 
sure is reported in millimeters of mercury, body surface 
in square meters, and most newer drugs, at least, in mil- 
ligrams. Many of us have been around long enough to 
remember when a patient's fluid balance was given as 
cc's intake, ounces output, because the container used 
to measure the urine volume did not have metric grad- 
uations. Try a quick I/O balance in your head that 
way! And who has not been numbed by a calculation 
of body surface using a mishmash of a nomogram with 
the height in inches, the weight in pounds, and the 
answer in square meters? Or of prescribing pediatric 
dosages in milligrams per pound? 

While we're at it, let's also give up the phony abbre- 
viations for metric quantities usually encountered in 



Unit 


Standard* 


Incorrectt 


milligram 


mg 


mgm, Mgm, mgrm 


gram 


9 


gm, Gm, grm 


kilogram 


kg 


kgm, Kgm, klg 


milliliter 


ml 


cc, cu cm 


deciliter 


dl 


dLt 


liter 


KL) 


It, Lt, Lit 


meter 


m 


mt, mtr, Mtr 


square meter 


m2 


sq mtrs 


*No plural forms 
TNote: This list 


are used. 
is far from ex 


laustive. 



For the sake of exactness and unambiguity, decimal 
fractions should always show a zero in the units posi- 
tion: 



0.3 g 



0.55 m' 



A temperature shown as 37° C is read as 37 degrees 
Celsius; centigrade is out. 

Mere stylistic hairsplitting? Not at all. The intention 
is scientific accuracy and uniformity with the rest of 
the world. There is no room for compromise. After 
all, give 'em 2.54 cm and they'll take 1.61 km! 

CAPT N. Bonis, MC, USN 
BUM ED Code 3321? 



MISUSE OF OFFICIAL MAIL NOTED 



Navy postal officials have expressed concern that some individuals are using indicia 
(franked mail) to send greeting cards and invitations to social functions. Postal officials 
emphasize that change of command and retirement ceremonies are considered official 
business, and invitations to these events are therefore authorized for indicia mailing. 
However, Navy balls, calls made and returned, receptions, and retirement party luncheons 
are social functions; indicia cannot be used to mail such invitations. Misuse of indicia 
violates OPNAVINST 2700. 14C; penalties include a $300 fine and possible disciplinary 
action under the Uniform Code of Military Justice.— CHINFO Newsgram, 4-75.^ 
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EXCESSIVE RAW-FOOD COSTS 

Provision of a high-quality ration has always been 
one of the objectives actively pursued by COs and food 
service managers. Fortunately, a monetary ceiling has 
not been imposed for raw-food costs, since summary 
reimbursement procedures from various funding author- 
ities allow high raw-food costs to be averaged with low 
costs, presenting a summary billing at a cost within a 
fixed normal price. With this management flexibility, 
techniques such as utilization of food with a built-in 
labor factor (convenience food) have been adopted, 
with a concurrent reduction in labor costs (a nonreim- 
bursable cost to the hospital). 

In recent months, raw-food costs reported in hos- 
pitals have exceeded the acceleration rate indicated by 
the raw-food cost indices. A critical look at items of 
little nutritional value, which are served as adjuncts, 
may suggest areas of possible curtailment. For carbon- 
ated beverages alone, a 400% increase in costs has oc- 
curred over the past 6 months. Curtailment of such 
food items will probably have an unfavorable impact 
on morale, but with external publicity provided by the 
news media, the need for such action should be under- 
stood. -BUM ED Code 00.3? 



PROFESSIONAL GROOMING STANDARDS 

Since the delivery of quality health care continues to 
be one of the major objectives of the Navy Medical De- 
partment, certain standards in the broad area of profes- 
sionalism must be met. One important aspect of Medi- 
cal Department professionalism involves the practice of 
truly professional grooming standards. The appearance 
and demeanor of Medical Department professional and 



paraprofessional personnel continues to be a significant 
factor in creating respect and trust among our patients. 

Fundamental to professional grooming standards is 
the continuing need for all Medical Department person- 
nel who are actively engaged in patient examination 
and treatment procedures to be appropriately garbed. 
That means clean, neat uniforms, and suitable, well- 
fitting operating gowns, smocks, or laboratory jackets. 
It is also appropriate for Medical Department personnel 
to wear suitable caps and masks to cover hair, beards, 
and mustaches when conducting treatment procedures 
requiring any degree of cleanliness and asepsis. 

Commands should ensure that Medical Department 
personnel comply strictly with U.S. Navy Uniform Reg- 
ulations, 1969, and OPNAVINST 6240. 6A, "Safety 
and Health Considerations Affecting the Wear of Facial 
Hair." Commands should continuously emphasize the 
importance of exemplary personal appearance and 
grooming in meeting professional standards desired of 
Navy health care professionals.— BUMED Code 00.1? 



FAMILY PRACTICE PHYSICIANS 
AT NAV HOSP MEMPHIS 

Many Navy personnel and their dependents in the 
Memphis area will have their own family doctor in Jul 
1975, when 12 fully trained family practice physicians 
are assigned to Nav Hosp Memphis, Millington, Tenn. 
The intention is to use this newest of all medical spe- 
cialties to enable all members of an average Navy fam- 
ily to see 1 physician for the majority of their health 
care. 

It is anticipated that each family practice physician 
will assume responsibility for the comprehensive and 
continuing health care of approximately 400 families, 
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evaluating each patient's total health needs and coordi- 
nating the delivery of all health services, including the 
use of medical and surgical consultants. 

Eventually each family practice specialist may be re- 
sponsible for the care of 700 to 800 families. When 
possible, these physicians will be supported by family 
nurse practitioners and physician assistants. 

Navy family practice physicians are also assigned to 
Nav Hosps Cherry Point, N.C., and Whidbey Island, 
Wash.; and to NAVREGMEDCEN Long Beach, Calif. 
The Navy also sponsors family practice residency train- 
ing programs at NAVREGMEDCENs Camp Pendleton, 
Calif.; Charleston, S.C.; and Jacksonville, Fla.; and at 
the Nav Aer and REGMEDCEN Pensacola, Fla. 

It is expected that 90 fully trained family practice 
specialists will be on active duty in the Navy by Jul 
1975. 

Use of the family practice physician reduces the 
need for other medical specialists, whose skills may 
then be reserved for complicated medical and surgical 
problems. 

According to a recent definition approved by the 
American Medical Association, a family physician is one 
who practices in the discipline of family practice, and 
whose training and experience qualify him to practice 
in several fields of medicine and surgery, with particular 
emphasis on the family unit. 



To meet the health needs of the U.S., the American 
Medical Association has recommended that 50% of all 
medical residents be trained in the specialty of family 
practice.-BUMED Code 3.1? 



JOINT ARMED FORCES DENTAL EXHIBIT 

Every year, through the efforts of the Army, Navy, 
and Air Force Dental Corps, a joint Armed Forces den- 
tal exhibit is prepared for display at dental professional 
meetings throughout the U.S. The newest such exhibit, 
"Surgical Correction of Maxillofacial Deformities," was 
unveiled at the annual convention of the American Den- 
tal Association, held 10-14 Nov 1974 at the Sheraton- 
Park Hotel, Washington, D.C. 

The exhibit consists of 2 stationary panels and 3 ro- 
tating drums, on which are displayed dozens of illumi- 
nated color transparencies and radiographs. Selected 
types of maxillofacial deformities are depicted, along 
with the surgical corrective procedures used to improve 
function and aesthetic appearance. 

Each of the armed services provided a dental officer 
to monitor the exhibit. These monitors answered ques- 
tions about developmental, traumatic, and pathologic 
maxillofacial deformities, and their surgical correction. 
-BUMED Code 6. 




SURGICAL CORRECTION 
OF MAXILLOFACIAL DEFORMITIES 
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JOINT EFFORT.— Dozens of illuminated color transparencies are displayed on the newest joint Armed Forces dental exhibit, 
"Surgical Correction of Maxillofacial Deformities."^ 
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CASUALTY CARE TRAINING PROGRAM 



COMPREHENSIVE DENTISTRY PROGRAM 



Guidelines for administration of the Navy Dental 
Corps Casualty Treatment Training Program are pro- 
vided in BUMEDINST 3040.1C of 18 Apr 1972. Casu- 
alty care training is encouraged for all recently ap- 
pointed Navy dental officers. Refresher courses are 
to be made available to dental officers who have not 
taken the course within the past 5 years. 

Courses will be scheduled and conducted at the fol- 
lowing locations according to the demand: 

Naval Dental Center, San Diego, Calif. 
NAVREGDENCEN Norfolk, Va. 
NAVREGDENCEN Great Lakes, III. 

Dental officers who complete 1 of the above courses 
are encouraged to provide ongoing training in casualty 
care, as well as refresher courses to officers and enlisted 
personnel when needed. A copy of Casualty Care 
Training Manual for Dental Personnel ', NAVMED P-5073 
(Revised 1969) is provided each officer who completes 
the basic course. Designed as an instructor's manual, it 
contains complete lesson plans, lists of reference texts 
and available motion picture films and slide sets, and 
sources of other instructional aids that are useful in 
casualty care training.— BUMED Code 6.H? 



PREVENTIVE DENTISTRY FILMS 

Copies of the Navy Dental Health motion picture 
series, which are described in detail in appendix IV of 
the Preventive Dentistry Manual, NAVMED P-5087, 
have been forwarded to all ships and stations whose 
dental officers previously requested them. 

Dental activities desiring initial or additional copies 
of individual films, or of the entire series, may obtain 
them by a letter request to: CO, Naval Health Sciences 
Education Training Command, National Naval Medical 
Center, Bethesda, Md. 20014. Requested films should 
be identified by title and number: 

Your Teeth Are In Your Hands MN-11214A 

Flossing MN-11214B 

Brushing MN-11214C 

Dental Health and You MN-11214D 

Dental Health Quiz MN-11214E 

Besides the title and number of the film, letters of 
request should include the quantity desired, and the 
preferred package. Films are available in conventional 
16 mm; Super 8 mm in cassettes for use with either 
the Fairchild 70 series or Kodak Supermatic 60 projec- 
tion equipment; or in cassettes for 3/4-inch Sony video- 
tape systems— BUMED Code 6.1? 



The 1st-year graduate course in general dentistry is 
being redesignated as the graduate course in compre- 
hensive dentistry; it is designed primarily for officers 
desiring to develop a high degree of proficiency in the 
all-inclusive practice of dentistry. The aim of the course 
is to motivate these officers in the areas of leadership 
and personnel management, and to prepare them for 
higher responsibilities. Completion of the graduate 
course in comprehensive dentistry is a prerequisite for 
further training, and serves as the 1st year of the resi- 
dency program. 

The 2nd-year residency program in comprehensive 
dentistry is being expanded from 3 to 8 dental officers 
for FY 1976. The primary emphasis of this training is 
on clinical practice and instruction. 

The Comprehensive Dentistry Program has been de- 
veloped in response to increasing needs for dental offi- 
cers who are trained to a high level of expertise in all 
disciplines. Designed around interdisciplinary clinical 
practice, the program will develop dental officers capa- 
ble of treating a significant number of those cases usu- 
ally seen by specialists in each of the clinical disciplines. 

It is neither economically nor professionally possible 
to provide every naval activity with specialists in all dis- 
ciplines of dentistry. Additionally, the general dentist 
will be rewarded with professional growth and satisfac- 
tion.-BUMED Code 6.$ 



NEW PORTABLE LIFE-SUPPORT EQUIPMENT 

The engineering development of a portable volume- 
controlled respirator (see Figure 1) and a portable multi- 
purpose suction pump (see Figure 2) is being sponsored 
by the Naval Medical Research and Development Com- 
mand (NMRDC). Both items of medical equipment are 
designed to provide life-support during evacuation of 
battle casualties by ground or surface vehicles, and ro- 
tary or fixed-wing aircraft. The design and develop- 
ment of the respirator is currently under contract to 
the Re-Entry and Environmental Systems Division, Gen- 
eral Electric Company; the medical suction pump is 
being developed by the Aviation Division, Sundstrand 
Corporation. 

Operational requirements for these medical devices 
was 1st identified during treatment of combat casual- 
ties in the Vietnam war, when available respirators and 
pumps did not provide the life-support capability needed 
during transport of casualties, or when electrical power 
was not available. The development effort has involved 
close coordination with the Army and Air Force while 



36 



U.S. Navy Medicine 



developing the operational characteristics, determining 
military specifications, and jointly testing the prototypes. 

The respirator being developed is designed to operate 
up to 4 hours without an external AC/DC power source 
or oxygen supply. To enhance its flexibility, the res- 
pirator will be able to operate in either closed-cycle or 
open-cycle modes. During closed-cycle operation, re- 
spired gases are continually recirculated through a closed 
loop, with CO2 being removed by a chemical scrubber, 
and consumed O2 replenished from an internal oxygen 
source. The respirator can therefore be used in the 
field or during evacuation of the patient. In the hos- 
pital, or in medical evacuation aircraft where external 
AC/DC power and oxygen are available, the unit can be 
operated in the open-cycle mode for indefinite periods. 

Seven vital respiratory functions will be automatically 
controlled by the respirator: tidal volume, inhalation 
flow rate, inspiration pressure, exhalation time, oxygen 
partial pressure, sigh control, and assist/control opera- 
tion selection. Values of tidal volume, oxygen partial 
pressure, inspiration pressure, oxygen storage pressure, 
battery voltage, and elapsed use-time will be displayed 
on the front panel. In addition, visual and audible 
warning devices are incorporated in the respirator to 
indicate any variation of these parameters above or be- 
low the designated values. 





Figure 1.— Artist's conception of the new, portable, volume- 
controlled respirator under development for the Navy by the Re- 
Entry and Environmental Division, General Electric Company. 



Figure 2.— Final test and evaluation model of the portable 
multipurpose medical suction pump developed for the Navy by 
the Aviation Division, Sundstrand Corporation. 



The new suction pump is a self-contained, portable, 
multipurpose suction device capable of providing con- 
tinuous suction of 254 mm of mercury for at least 4 
hours without an external AC/DC power source. Highly 
flexible, the pump can provide nasopharyngeal, tracheal, 
and chest suction, as well as intermittent intestinal suc- 
tion. Early developmental prototypes of this pump 
were extensively evaluated by the U.S. Air Force in 
Vietnam, as well as by the Naval Support Activity Hos- 
pital, DaNang, RVN. 

Both items of equipment are designed to withstand 
rugged field use. They will require only minimal main- 
tenance, and have special design features that prevent 
interference with aircraft navigational systems. The 
equipment can easily be disassembled for cleaning, and 
may be sterilized by conventional means. 

The suction pump is currently in the final test and 
evaluation phase, and is expected to be available for 
procurement by FY 1976. Engineering production 
units of the portable respirator will be available for 
final test and evaluation in FY 1977. 

The volume-controlled respirator and the multipur- 
pose suction pump represent a significant advancement 
and improvement over existing commercially available 
equipment. It is anticipated that these new items will 
have wide acceptance and application throughout the 3 
military medical departments, as well as in the manage- 
ment and treatment of critically ill or injured patients 
by the civilian medical community.— LCDR James C. 
Bond,MSC, USN, Head, Trauma Care Division, NMRDC, 
National Naval Medical Center, Bethesda, Md. 200141? 
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PERINATAL MONITORING SYSTEM 
AT NAVREGMEDCEN OAKLAND 

NAVREGMEDCEN Oakland, Calif., is the 1st hos- 
pital in the Nation to install the central alert monitor- 
ing system for total perinatal surveillance. The introduc- 
tion of the perinatal intensive care system was marked 
by a symposium on advances in perinatal medicine, held 
7-8 Feb 1975, at which the newest diagnostic and thera- 
peutic modalities available for the management of high- 
risk pregnancies were discussed. 

According to RADM Robert Baker, MC, USN, chief 
of the Ob/Gyn Service at the medical center, the new 
system witl enable physicians and nurses to "observe" 
the fetal heart-beat patterns of expectant mothers. The 
system provides the capability to analyze fetal heart 
rate and variability in the heart-rate pattern, as well as 
to discern the contraction pattern of the uterus by 
judging the intensity and duration of labor pains. The 
memory portion of the system can display the last 8 
minutes of tracings. 

The mother in labor is attached, by means of small 
wires, to a bedside monitor which records her contrac- 
tion pattern, as well as the fetal heart rate. Through a 
wall socket, this information is then fed to a central 




LABOR MONITOR.— RADM Robert Baker, MC, USN stud- 
ies information on the central alert electronic monitoring sys- 
tem newly installed at NAVREGMEDCEN Oakland for perinatal 
surveillance. 



alarm and read-out station at the nurse's desk. If an 
abnormality is detected by the alert system, a light be- 
gins to flash and a beeper may also sound. 
A number of problems can be detected: 

• A baseline alert is given when the fetal heart rate 
departs from baseline limits. 

• A deceleration alert occurs when the fetal heart 
rate slows during the 2nd half of a labor pain, or shortly 
after the contraction. The nurse or physician can study 
the record to determine which of the several types of 
decelerations has occurred, and whether any treatment 
is necessary. 

• A uterine activity alert occurs when the contrac- 
tions are too strong, or when not enough rest time 
occurs between contractions. 

• A variability alert occurs when the fetal heart rate 
shows a particular pattern called "decreased variability," 
which in some situations can be a danger sign. 

• An improper data alert is activated when the in- 
coming data is of such poor quality that an adequate 
analysis cannot be made.-PAO, NAVREGMEDCEN 
Oakland.^ 



REMODELED LAB FOR 
NAVREGMEDCEN YOKOSUKA 

With extensive remodeling and the installation of 
$100,000 worth of new equipment, the laboratory at 
NAVREGMEDCEN Yokosuka, Japan, has attained 
nearly twice its former capacity to provide medical 
support. Nearly 30,000 laboratory tests can now be 
performed each year. 

Some of the new equipment went to the laboratory 
blood bank, where 600 pints of whole blood can now 
be stored. 

The remodeling effort increased efficiency and pro- 
ductivity in the laboratory by combining small, sepa- 
rate workrooms into a spacious work area where cross- 
training and assistance are readily available. "If hema- 
tology is swamped and biochemistry has a light work- 
load, I can just look across the lab, see what's going 
on, and reassign some personnel," says HMCS Gayle H. 
Damstrom, USN, the laboratory administrative assis- 
tant. "Under the old set-up, with walls cutting people 
off from one another, I had to stop what I was doing 
and go around the lab every 30 minutes or so to make 
sure work was evenly distributed." 

Since the remodeling, equipment can be moved from 
one area of the laboratory to another with little trouble. 
"If one section needs more room, we just move another 
section out of the way," HMCS Damstrom explains. 
"The working areas are virtually interchangeable." 
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Expenses for renovation were limited to the cost of 
material. "The Navy saved money by letting the Sea- 
bees carry out the renovation as a training project," 
says LCDR S.H. Myster, MC, USN, director of labora- 
tory services. "This way nearly $100,000 was saved, 
and an outstanding job was done."— PAO, COMNAV- 
FORJAPAN. 




HEAD MAN. -LCDR S.H. Myster, MC, USN, head of labo- 
ratory services at NAVREGMEDCEN Yokosuka, Japan, exam- 
ines tissue slides under a microscope. (Photos by JOSN Tim 
Carney, USN.) 
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HEMATOLOGY.-HM1 William Krill, USN takes a reading 
on the ZBI-Six machine for performing hematology counts, 
part of the new equipment recently installed at NAVREGMED- 
CEN Yokosuka. 



NEW AT YOKOSUKA. -HM1 Gary Snyder, USN performs 
a biochemistry test using the Gilford 3400E dual-reagent ana- 
lyzer in the newly remodeled laboratory at NAVREGMEDCEN 
Yokosuka. 




PREPARES A SPECIMEN.— HM3 David Morris, USN pre- 
pares a blood specimen for separation by the Sorvall GLC-2 
centrifuge.^ 
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GUM POWDER HEALS BED SORES 

A Veterans Administration (VA) nurse in Louisville, 
Ky., has discovered a cure for skin ulcers, or "bed sores." 

Gladys C. Wallace had tried every recognized method 
of treating a gunshot wound in the abdomen of a 21- 
year-old, paraplegic, Vietnam veteran. When the wound 
would not heal despite constant care, she sprinkled the 
patient's abdomen liberally with karaya vegetable-gum 
powder, and wrapped the area in a well known, com- 
mercially available plastic wrap. Healing started the 
next day, and was complete within a week. 

A surgeon and Mrs. Wallace then used the gum pow- 
der to treat the veteran's leg ulcers and a deep spinal 
ulcer, with subsequent healing of all areas. 

Since then, the karaya vegetable-gum powder has been 
successfully used on more than 100 patients in the hos- 
pital, including paraplegics and quadriplegics with de- 
cubitus ulcers, amputees with infected leg stumps, and 
diabetics. The average time for complete healing has 
been 7 days for superficial ulcers and widely affected 
skin areas, 14 days for ulcers extending down to the 
muscle, and 75 days for wounds involving muscle. 

The karaya vegetable-gum-powder treatment is now 
used in other hospitals in Ky. Results are said to be 
comparable to those observed at the VA hospital. No 
ill effects or complications have been reported.— NAV- 
NEWS,25 Oct 1974.3? 



JOSEPH EARLE MOORE SYMPOSIUM ON 
SEXUALLY TRANSMITTED DISEASE* 

The attention of Medical Department personnel is in- 
vited to the following observations of the Joseph Earle 
Moore Symposium on Sexually Transmitted Disease, as 
reported by one of the attendees. This information is 
presented as a personal comment by the author, and 
should not be construed to represent an official sum- 
mary of symposium presentations. 

Laboratory tests for syphilis 

It was suggested that any laboratory which detects 
a positive or questionable syphilis screening test (VDRL, 
CPR, etc.) should perform a more definitive test, such 
as the FTA-ABS, on the sample. This test would pro- 
duce better data for the physician, would create less 
bother and worry for the patient, and would increase 
efficiency of patient treatment. This procedure would 
be valuable in Navy laboratories, wherever possible. 



It was pointed out that weakly reactive or low-titer 
positive syphilis tests are not accurate, regardless of the 
test performed. Even the FTA-ABS is not as specific 
as was once believed. Patients with such results must 
be studied more aggressively. 

Patients with biologic false positive (BFP) syphilis 
serology reactions were discussed. Almost any condi- 
tion can produce acute BFPs, as is the case in almost 
100% of malaria infections. Chronic BFPs are less 
common, but occur in 60% of leprosy patients, in many 
collagen diseases, and are commonly found among nar- 
cotic addicts. Chronic BFPs are more common in women 
than men, and are found in the young more than in the 
old; familial aggregations have been found. 

Biology of syphilis 

The incubation period for syphilis is dose-dependent 
in a straight-line relationship. 

Treponemes spread from the initial site, and multiply. 
Each foci becomes the site of a secondary lesion. There 
is little inflammation at sites, and plasma cells predom- 
inate in the infiltrate. 

"Disease" develops in the face of high levels of anti- 
body at the sites. The antibodies are cidal in vitro but 
not in vivo, possibly related to local complement deple- 
tion. Antibodies may prevent further spread of the or- 
ganisms, although passively provided antibodies are not 
protective in exposed patients. 

Cell-mediated immunity also develops, but usually 
late in the disease. It is associated with termination of 
the secondary phase, but also appears promptly after 
therapy. Therefore, it is suspected of being a response 
to, rather than the cause of termination of the secon- 
dary phase. Increased disease activity is associated with 
decreased levels of cellular immunity. It is hypothesized 
that cellular immunity is suppressed by excess antigen 
levels. 

It may be that antigen {treponeme)-antibody com- 
plexes are still infectious and require inactivation by an 
antiglobulin [anti-antibody}, such as rheumatoid factor, 
which is increased in syphilis patients. 

Contrary to popular opinion, progression of lesions 
may occur in the face of treatment in 60% of neuro- 
syphilis cases. 

The most common clinical evidence of neurosyphilis 
is pupil abnormality, including inequality in size or re- 
action to light, and irregularity of shape. 

Gonorrhea epidemiology 



*The Johns Hopkins Medical Institution, Baltimore, Md., 6-7 
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Males are more efficient transmitters of gonococcus. 
Some 50-70% of the female contacts of a symptomatic 



40 



U.S. Navy Medicine 



male will develop infection; the rate is lower in male 
contacts of an infected female. However, females are 
more important in the spread of disease, due to the size 
of the reservoir in asymptomatically infected females. 

Previous infection is the greatest "risk factor" or pre- 
dictive variable for subsequent gonococcal infection. 
There seems to be a relatively small number of trans- 
mitters who act as foci in disseminating the disease. 

Some evidence was presented suggesting that pharyn- 
geal infection was more likely to result in disseminated 
gonococcal infections, such as arthritis. Also strain dif- 
ferences exist; those strains most sensitive to penicillin 
seem to be most likely to produce disseminated disease. 

Other sexually transmitted diseases 

Hepatitis B. Unpublished British data indicate that 
about 40% of cases of hepatitis B are sexually trans- 
mitted, especially among homosexuals. 

Reiter's syndrome. This disease is now known to be 
of genetic predisposition associated with the presence 
of the HL-A-27 antigen. The condition is precipitated 
by nongonococcal urethritis or shigella infections in 
susceptible individuals. 

Herpes simplex. The consensus was that herpes sim- 
plex virus type II is related to cervical cancer, but that 
definitive proof is yet lacking. Herpes simplex virus 
type I may be related to lip cancer. Herpes simplex 
virus is the most common cause of genital ulcers, but 
must be differentiated from syphilis. The virus can be 
sexually transmitted. 

Chancroid. Speakers claimed that chancroid is a very 
rare disease, and that clinical diagnosis is not reliable; 
laboratory confirmation is required. Specifically, it was 
stated, on unknown authority, that most cases reported 
by the Navy in the Pacific were not really chancroid. 
Chancroid is most commonly confused with lesions re- 
sulting from infected human bites. 

Granuloma inguinale. This is not really a sexually 
transmitted disease, as it is not transmitted even in sex- 
ual partnerships of long duration. The condition is 
rare. Most cases represent reactivation of old disease, 
rather than new infections.— LCDR L.J. Melton III, 
BUMED Code 553.H? 



VIRAL HEPATITIS 



(TYPE A & B) 



The general term, "viral hepatitis," commonly refers 
to hepatitis resulting from either of 2 presumptive vi- 
ruses. Recent medical conferences have suggested that 
the term viral hepatitis should be subdivided, on epi- 
demiological grounds, into: (1) Viral Hepatitis Type A 



(formerly infectious hepatitis); and (2) Viral Hepatitis 
Type B (formerly serum hepatitis). 

The use of this simple classification will allow Medi- 
cal Department personnel to deal with cases of sus- 
pected hepatitis promptly and appropriately. 

When confronted with a case of suspected hepatitis, 
first get laboratory confirmation (if available) of your 
clinical diagnosis. Are liver enzymes (SGOT, SGPT) 
elevated? Bilirubin up? Bile up? Bile in the urine? 
Most important, check for the presence of the hepatitis 
B antigen (also known as Australia antigen). 

If the hepatitis B antigen is present, you are probably 
dealing with hepatitis transmitted by inoculation. The 
incubation period for Type B is 2-6 months, so you 
may have to look back for a history of inoculations. 
According to informed opinion. Type B is almost al- 
ways spread by inoculation, and is not communicable 
if adequate sanitary precautions are observed in treat- 
ing the patient. Immune serum globulin immunization 
of contacts is not necessary. 

If hepatitis B antigen is not present, your patient 
most likely has Type A (infectious hepatitis). Type A 
is a contagious disease spread by fecal-oral, parenteral, 
and possibly respiratory routes. The virus is present 
in the blood during early infection, and is excreted in 
feces during the first 1-2 weeks of illness. 

Common source outbreaks of Type A hepatitis most 
often result from fecal contamination of food or water. 
Spread is usually continued by person-to-person contact. 
Subclinical cases are common, and a possible source of 
spread. The disease has a low mortality, but some pa- 
tients may be incapacitated for several weeks. There is 
no specific treatment. Spread from the patient is re- 
duced by appropriate precautions, such as good personal 
hygiene; the sanitary disposal of excretions; and steriliza- 
tion of eating utensils, and body and bed linen, after use. 

Immune gamma-globulin immunization given to close 
contacts of the patient can prevent, or modify the clin- 
ical illness. The dose is .01 cc per body pound. If the 
patient is not working in a job which would allow ex- 
posure of your entire crew or unit personnel (such as 
a mess cook), concentrate your attention on those com- 
ing in close contact with him during duty —his berthing 
companions, liberty pals, those who share the head with 
him, and personnel at work. The incubation period 
for Type A is 10-50 days. So think back about 25 
days from the day on which hepatitis was diagnosed. 
Are there others who were exposed to him before the 
illness appeared? Anybody on TAD or PCS? 

Finally, send a message to the Environmental and 
Preventive Medicine Unit in your area. Describe the 
situation, and let us know if you need some advice.— 
Pacific Health Bulletin, No. 71, Jan 1975.U 
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MORE ON HEPATITIS 

Oregon has observed several outbreaks of viral hepa- 
titis A in day-care centers. Their investigation of these 
outbreaks showed that there was transmission within 
the centers; that most of the cases were anicteric; and 
that there was a notable incidence of icteric hepatitis 
among the other adult or adolescent friends, parents, 
grandparents, older siblings, and relatives of these chil- 
dren. Conclusions were that day-care centers are very 
efficient disseminators of viral hepatitis. If a similar 
situation develops or exists in Hawaii, anicteric hepa- 
titis would be an important consideration in the differ- 
ential diagnosis of abdominal discomfort, anorexia, and 
fever in young children.— Hirschy, ID: Communicable 
Disease Report, Hawaii State Department of Health, 
Epidemiology Branch, 30 Nov 1974, as noted in Pacific 
Health Bulletin, No. 71, Jan 1975.^ 



HUMAN GOALS 

On 1 Jul 1974 the Navy Human Resource Develop- 
ment Project, the Navy's only designated personnel 
project, was disestablished. The Project Office (Pers- 
6c), which for the past 3 years has developed, imple- 
mented, and monitored the crucial and oftentimes sen- 
sitive programs associated with race relations, education, 
drug abuse, alcoholism, overseas diplomacy, and orga- 
nizational development and management, had served its 
purpose with the institutionalization of Human Goals 
programs throughout the Navy. These programs are 
the foundations upon which the Human Goals Plan 
(OPNAVINST 5600.6A) was built. 

Pers-6 will be the program coordinator in the Bureau 
of Naval Personnel, acting for the program sponsor (OP- 
01 P} to advise on policy matters, give fiscal and per- 
sonnel support, and monitor program status. In addi- 
tion certain field activities, notably the Human Resource 
Management School at Memphis, and Navy drug and 
alcohol rehabilitation centers, that still come directly 
under CHNAVPERS, will be administered through 
Pers-6. 

The accompanying chart reflects incorporation of the 
Human Resource Development Project Office into the 
Pers-6 organization. 

The Equal Opportunity Division (Pers-61) has the re- 
sponsibility of monitoring Navy policies and directives, 
relating them to the Human Goals Program with respect 
to equal opportunity. This office will initiate, develop, 
and review Navy policy, practices, and procedures of 
equal opportunity and equal treatment of all members 
of the Naval service, and wilt maintain liaison with field 



equal-opportunity assistants. Coordination of the Phase 
II Equal Opportunity Program will be effected by Pers- 
61 upon completion of the on-going pilot efforts. 

The Human Resource Management Division (Pers-62) 
is responsible for establishing objectives, and develop- 
ing and coordinating policies and operations concerning 
or directly affecting the achievement of Human Goals in 
the Human Resource Management (HRM) areas. This 
office will also provide assistance to and liaison with 
commanders-in-chief, the Chief of Naval Education and 
Training, and other echelon-2 and -3 commanders. Un- 
der the purview of Pers-62 are: race relations educa- 
tion (formerly Pers-6c11), organizational development 
and management {formerly Pers-6c12), overseas diplo- 
macy (formerly Pers-6c13), and drug abuse education 
(formerly Pers-6c24). 

The Drug Abuse Control Division (Pers-63) retains 
the mission function and responsibilities of its prede- 
cessor, the Drug Abuse Control Program Office (Pers- 
6c14) in policy formulation, sponsorship for Navywide 
drug abuse control programs, and coordination of re- 
habilitation efforts. Responsibilities include adminis- 
tration of the Naval Drug Rehabilitation Centers at 
Jacksonville, Fla., and Miramar, Calif. Additionally, 
Pers-63 provides assistance to 2nd-echelon commanders 
in the operations and management of the counseling 
and assistance centers. 

The Alcoholism Prevention Division (Pers-64) also re- 
tains the mission, functions, and responsibilities of its 
predecessor (Pers-6c15). It provides direction, manage- 
ment, coordination, and sponsorship of programs di- 
rected at alcohol abuse prevention, education, identifi- 
cation, and rehabilitation. Pers-64 provides managerial 
and policy guidance to the alcoholism rehabilitation 
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centers, the alcohol rehabilitation drydocks, and the 
alcoholism, training unit at San Diego. This division 
also provides assistance to lower echelon commanders 
regarding problems encountered with alcoholism. 

The OMBUDSMAN Office retains its function to pro- 
vide officer and enlisted personnel individualized atten- 
tion to their problems and requests for information.— 
The Officer Personnel Newsletter 19(2):3-4, Oct 1974.17 



BROTHERHOOD OF GOODWILL 
DONATES TURKEYS 

In an effort to aid less fortunate members of the 
community, 4 Navy men attached to the National 
Naval Medical Center (NNMC), Bethesda, Md., last 
year formed the Brotherhood of Goodwill. Their 1st 



endeavor saw them giving Christmas turkeys to 250 
needy families. 

The 4 sailors (HM1 James Bankston, DT2 William 
Henry, HN Chilton Alphonse, and HN Gene McCarty) 
wanted to "show that we care about folks in the sur- 
rounding community," HM1 Bankston said. He added 
that they hoped their example would lead others to 
similar efforts. 

After getting the Command's approval, the members 
solicited donations from military and civilian staff mem- 
bers of NNMC. "The response was really outstanding, 
just overwhelming," HM1 Bankston reported. 

The turkeys were distributed at NNMC on 21 Dec 
1974. Among those in attendance were Congressman 
Walter Fauntroy; RADM R.G. Williams, Jr., MC, USN, 
CO of NNMC; and representatives of local and national 
civic organizations.— PAO, NNMC, Bethesda, Md. 




GOODWILL GESTURE.— HM1 James Bankston, USN describes the goals of the Brotherhood of Goodwill as the group donates 
Christmas turkeys for needy families. Participating in the ceremony are (front row, left to right): RADM R.G. Williams, Jr., MC, 
USN, CO of NNMC; Congressman Walter Fauntroy; and CAPT David Wilson, MC, USN, chairman. Department of Orthopedics, 
NNMC. Seated in the back row are representatives of the Friendship House, Washington, D.C., and the National Association for 
the Advancement of Colored People.^ 
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EMERGENCY MEDICAL COURSE AT NAV HOSP MEMPHIS 



At the Naval Hospital Memphis, staff members can 
earn college credit while receiving supplemental training 
in emergency medical services. 

Through a cooperative effort, Shelby State Commun- 
ity College, Memphis, now offers a course in emergency 
medical services at the Memphis naval hospital. Twenty- 
one students enrolled for training in the fall, and 15 in 
the winter of 1974. Enrollment is expected to increase 
in the spring, as word of the course gets around. 

The course covers such areas of emergency medical 
care as anatomy and physiology, airway obstructions, 
shock, bleeding, fractures, and bandages. In addition 
to a discussion of the theory of emergency medical 
care, time is set aside for practicing emergency-care pro- 
cedures. Students gain further practical experience by 
working in the emergency room of a local hospital for 
two 5-hour periods. To supplement the instructor's 
presentations, selected medical specialists occasionally 
serve as guest lecturers. 

During the latter part of the course, the students 
learn how to remove a victim from an automobile after 
an accident. They also spend 4 hours on a specially 
designed automobile driving range, a useful exercise for 
students who will drive ambulances and other emer- 
gency vehicles. 

Students who complete the Emergency Medical Ser- 
vices Course with a passing grade receive 6 quarter hours 
of credit from Shelby State Community College. In 
addition, students who pass the State of Tennessee 
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PRACTICE SESSION.— Students practice the techniques re- 
quired of an emergency medical technician. Here a half-ring 
Thomas leg splint is applied using a volunteer "patient." 




PREPARING FOR EMERGENCIES.— Students in the Emer- 
gency Medical Services Course at Nav Hosp Memphis practice 
applying a short spineboard. 



A JOB FOR EVERYONE.— Students form small groups to 
practice the various skills needed in the delivery of emergency 
medical care. 



certification examination are awarded provisional certi- 
fication as emergency medical technicians. After com- 
pleting 3 months of ambulance duty as a provisionally 
certified emergency medical technician, a student be- 
comes eligible for the patch certification given in 
Tennessee. 

Whether or not State certification is achieved, the 
techniques and information acquired in the Emergency 
Medical Services Course should prove invaluable to per- 
sons who work in situations where emergency medical 
treatment is needed.— Fred D. Jackson, educational ad- 
visor, Navy Campus for Achievement, Memphis, Tenn.^jf 
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CORRESPONDENCE AND CONTRIBUTIONS from the field are welcomed and 
will be published as space permits, subject to editing and possible abridgment. All 
material should be submitted to the Editor, U.S. NAVY MEDICINE, Code 0010, 
Bureau of Medicine and Surgery, Washington, D.C. 20372. 

NOTICES should be received not later than the third day of the month preceding 
the desired month of publication. 

PROFESSIONAL PAPERS AND ARTICLES should be typewritten on one side 
of the paper, double spaced, with liberal margins. Original and one carbon copy 
are required. Generic names of drugs are preferred. If the author's present 
affiliation differs from that under which the reported work was done, both should 
be given. Unless otherwise indicated, it will be assumed that the article presented 
has not been previously printed or delivered elsewhere. Papers which have been 
delivered or printed elsewhere, covered by copyright, cannot be reprinted in NAVY 
MEDICINE without the written permission of the author(s) and copyright holder. 
It is the responsibility of the author(s) to inform U.S. NAVY MEDICINE when 
the materia! submitted has been previously used or copyrighted. In selecting 
manuscripts for publication in NAVY MEDICINE, preference is given to original 
articles. 

ILLUSTRATIONS are acceptable when they substantially contribute to the under- 
standing of the basic material. Only distinct, glossy, black and white PHOTO- 
GRAPHS which are functional can be printed. Prints should not be mounted, 
stapled, clipped or otherwise deformed and can be marked lightly on the back 
with the figure number. Legends should be typed consecutively on a separate 
paper with the indicated figures; credits for the photography may also be in- 
cluded. Identities of patients should be masked. DRAWINGS, TABLES AND 
GRAPHS should be minimal in number and properly labeled. They should be 
neatly done in heavy black ink on white paper, one to a page. 

SUGGESTIONS are invited concerning U.S. NAVY MEDICINE, its content 
and form. 
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DATA SERVICES.— The staff of the Naval Medical Data Services Center, a ten- 
ant command at the National Naval Medical Center in Bethesda, Md. r is respon- 
sible for the coordination and operation of integrated data-processing services for 
navat medical statistical and workload systems; and for providing automatic data- 
processing services as required by the Bureau of Medicine and Surgery. For a 
closer look at the Center, see pp 4-7. 
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